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AUTOCLASIS OF THE TONSILS, AN AUXILIARY PROCESS 
OF THEIR RETROGRESSION. * 


BY JONATHAN WRIGHT, M.D. 


From time to time reports appear in laryngological literature of 
papilloma of the tonsil and more rarely of the so-called super- 
numerary tonsil. They have apparently thus far excited only a 
languid interest. I have lately become convinced that at least many 
of these cases are the manifestaticns of a stage of tonsillar retro- 
gression which has received no recognition. Very few tonsils get a 
chance to retrocede nowadays, but it has always been a recognized 
fact that as adolescence merges into manhood or even as early as 
the close of infancy, the lymphoid hypertrophies of the naso and 
oro-pharynx, in the majority of cases, subside into insignificance. 

We have every reason to believe that the chief factor in this sub- 
sidence is the disappearance of the lymph cells from their dilated 
channels. This we know is in strict accordance with the general 
diminution in the metabolism of the tissues as growth ceases. The 
metabolism of accretion balances that of decay for a longer or 
shorter period but soon the destructive metabolism preponderates, 
whose resistless and ever increasing activity finally extinguishes the 
spark of life. The growth and decline of the lymphoid tissue is 
therefore an incident in the physiological life history of the animal 
body. When the swelling of the lymph channels in the fauces has 


* Read before the Laryngological Section, New York Academy of Mediciné, Feb. 24, 1904. 
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passed the limits within which advantage accrues to the general 
organism, we recognize the pathological condition of enlarged ton- 
sils. How extreme this overstepping of the normal bounds is jn 
many cases, the laryngologist has daily opportunity of judging. The 
large, indented, convoluted and sinus channeled swellings between 
the faucial pillars, call for surgical interference. We have here, as 
has been amply shown in recent work on keratosis of the tonsils, 
not solely a lymphoid hypertrophy, but very often a marked epithe- 
lial hyperplasia. This applies more particularly to the faucial and 
lingual tonsil than to the naso-pharyngeal tonsil. The latter is fairly 
well protected by intra-nasal structure from the atmospheric dust, 
dry air and low temperature. It is very efficiently protected from 
the attrition of the passing food, by the soft palate. It has only to 
contend with the gathering of muco-purulent secretions which, while 
they may summon extra-leucocytes to the meshes of the lymph chan- 
nels, macerate rather than harden and thicken the covering epithe- 
lium. Having therefore little need of a hard covering, keratosis is 
noted in the naso-pharynx only to an insignificant degree, and the 
same may be said of fibrosis as will subsequently incidentally ap- 
pear. 

The faucial and lingual tonsils, on the other hand, are brushed by 
the food and secretions, and the larger they grow, the more this is 
the case. 

Now the lingual differs in structure from the faucial tonsil, when 
enlarged, not only by the absence of lacunz but chiefly by the 
minimum amount of fibrous stroma it usually contains. It is made 
up of lymph cells and covered by epithelium, which latter relatively 
has undergone a far greater hyperplasia than the former faucial tonsil. 
Sometimes, indeed, these little papillary masses cut from the base of 
the tongue are made up almost exclusively of flat epithelial cells— 
veritable hard warts. This is evidently because of their exposure to 
the attrition of the food. 

The faucial tonsil suffers not only from this attrition, but on 
account of the embryonal folds from which it started, it is unfortu- 
nately supplied with lacunz in which bacteria, food and dust lodge 
and cause the irritation which induces the epithelial hyperplasia and 
the subsequent degenerative keratosis. But there is one other way 
in which the large faucial tonsil, as distinguished from the lingual 
and pharyngeal tonsils, suffers from its environment. Every move- 
ment of deglutition puts a strain on the tonsillar tissue. It is pushed 
hither and thither by the food, and it is pulled this way and that by 
muscular action. Clearly such treatment as that must induce a 












































WRIGHT: AUTOCLASIS OF THE TONSILS. 259 


fibrosis, and that in addition to the lymphoid structure is the pre- 
ponderating histological characteristic of the faucial tonsil which 
juts out into the oro-pharynx. 

Now while nature is prepared to take care of the machinery, 
which she no longer needs in growth metabolism, while she can ab- 
sorb the lymph cells and allow their channels to collapse, she falters 
in the presence of the pathological proposition of fibrous tissue and 
convoluted corneous epithelium. Nevertheless time works won- 
ders, and when the lymph cells have been withdrawn from their 
channels, when the tonsil sinks back beneath the plica triangularis 
on its bed of areolar tissue, the fibrous elements no longer put on a 
strain, the corneous epithelium no longer rubbed so roughly, serving 
no physiological purpose, finally disappear or markedly atrophy. 

But this is a slow process, and the phenomenon to which I venture 
to draw your attention to-night seems to be one of those auxiliary 
processes by which the good work is somewhat accelerated. How 
frequently this occurs, and to what extent I am unable to say, but | 
believe it a considerable factor. It was the best part of ten vears 
ago that I examined microscopically my first specimen of the so- 
called supernumerary tonsil, a shred of lymphoid tissue the size of a 
pea hanging from a faucial tonsil, much as you see in the drawing 
(Fig. Il) from a later case. Evidently it was not a case of too 
many tonsils, but one of too much tonsil, but this did not occur to 
me then. I simply wondered at the fantastic hypertrophy of lym- 
phoid tissue, but I remembered it. A few years later I was given 
a pair of tonsils for examination at which I again marvelled. One 
was just a bunch of tuberous projections springing from a common 
base, through which the blade of the tonsillotome had passed. The 
other was a collection of separate masses. Evidently the cutting 
blade had severed these from their base. Microscopic examination 
showed they contained lymphoid tissue, covered by very hyperplastic 
flat epithelium. I was then very far from appreciating the fact, but 
clearly they were a bunch of “supernumerary tonsils.” Where there 
has been only one of such tubers, they have been reported in literature 
as a supernumerary tonsil, but existing in this extent they have 
been reported as papilloma of the tonsil or “papillary tonsils.” Years- 
ley' has drawn attention to the anomaly of regarding these growths 
as papillomata. The pathologist who examined Clark’s? specimens 
alighted on the crux of the pathological difficulties when he attempted 
to classify it. It is indeed difficult to call a tumor a papilloma when 
in its peripheral lobulated parts it is composed of lymph-adenoid 
tissue. The same difficulty is met with in the case reported by 
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Roberts,? while the gross appearances of the one reported by 
Machell,* if we are to judge by the illustration, resembles almost 
anything but a papilloma. I do not doubt that there are real papil- 
lomata springing from the tonsillar epithelium, and it is quite possi- 
ble that some of the so-called supernumerary tonsils deserve the 
name, but while it is impossible in all the reports to be sure of it, I 
think it is very evident that the condition is the result of the process 
to which I here refer in the majority of the cases. A glance at the 
reports I have cited above, and there are many more, will, I think 
convince you I have good grounds for my opinion. 

There has been considerable discussion as to whether these “papil- 
lomata” spring from the plica triangularis or from the tonsil. | 
think it is very probable that practically all of the true cases of 
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Clark’s case. See The Larynyoscope, Vol. VIII., No. 2. 


papilloma spring from the soft palate adjacent to the tonsil, for on 
the soft palate we know they are very common. 

Connected directly with the tonsil proper I have in the last year 
or two come to believe, such growths are usually exceptional exam- 
ples of the more or less common auxiliary process which I have ven- 
tured to call autoclasis of the tonsils. Since this idea has entered 
my wondering brain I have in the last year or two observed such 
evidence of its actuality that I desire to draw your attention to some 
of it. 

In Figure I you will see not an unusual picture in outline of a sec- 
tion of an hypertrophied tonsil. You will see how tortuous the 
channels are as outlined by the section falling across the folds and 
lacune. In several places you will observe the microtome knife has 








Fig. I. Showing in outline with, the epithelium the traced diagram of a section of a hypertrophied 
tonsil. In various places, some of them designated by ‘‘a,’’ is seen the tendency to autoclasis. 





Fig. II. Showing a section of a so-called *‘supernumerary tonsil.”” ‘The process of autoclasis shown 
at “‘a”” is amputating one of the surface folds of the tonsil. It came under observation when the pedicle 
had become very slender. “‘t”’ represents the edge of the tonsil proper. 





___ Fig. III. Showing a section through another power. ‘The epithelium is seen in a hyperplastic condi- 
tion at the edge of the pedicle. 
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made islands of the tissue, which are held in place only by the im- 
bedding material. It has been noted by Wingrave that papillary ex- 
crescences are often found on the walls of dilated lacuna. We thus 
see how they are the result of a degenerative rather than a prolifera- 
tive process. In several places, at “a” for instance, there is only the 
narrowest bridge of tissue which under a higher power is seen to be 
little else than brittle epithelium. If you will look at Figure II you 
will see a “supernumerary tonsil,” for of course no one would call 
this pendulous lump a papilloma, the section falling through its 
pedicle. Of course you will understand that this does not represent 
the whole thickness of the pedicle, it was somewhat thicker than 
that, and the same may be said of the appearance at “a” in Figure I. 
When the pedicle in either of these cases becomes as slender as here 
shown in the sections at “a” in Figure I], made up of nothing but 
corneous epithelium, and possibly a strand or two of fibrous tissue it 
would break off at the first rub of a passing bolus of food. In both 
cases the sections passed near the edge. They are, however, both in 
the process of becoming as slender as that by the aborption of the 
lymph cells and the shrinkage of the fibrous tissue and the walls of 
the lymph channels at those points. The lymph channels in Figure 
II are closing behind the pendulous mass, the fibrous tissue is slowly 
disappearing because of the lack of nourishment, and we are surely 
warranted in the belief that this piece of tonsil would sooner or 
later have passed down the primz viz. Now this is on the surface 
and it is a large piece, but it gives us the idea of what is going on in 
a smaller. way at the edges of the crypts, both as they join the sur- 
face and as they make sharp turns within the substance of the tonsil. 
Abundantly exemplified in Figure I. 

In Figure III you will observe another instance in which this pro- 
cess is going on at the surface. You will see in this section how the 
epithelium is thickened and corneous. 

In all these cases of teat-like projections on the surface of the 
tonsils, and if you examine for them by rubbing a probe flatwise over 
the surface you will often turn them into profile view, this process is 
going on. When they have been noted, the history is one of accident 
on the part of the observer, for they give rise to no symptoms, except 
of course, when very large. Unless the tonsillar hypertrophy itself 
brings the. patient under the observation of a laryngologist capable 
of carefully observing the condition of the pharynx, this process even 
with surface excrescences may go on for years unnoted by the 
patient, who is blissfully ignorant that he is ‘gradually swallowing his 
own tonsils—piecemeal. 
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I believe the longer you think of this matter, certainly the more 
you study tonsillar histology, the more you will be convinced that 
keratosis and fibrosis, at first physiological answers to external irrita- 
tion, eventually disappear to a large extent in this crumbling fashion 
when the lymph channels begin to collapse. Not in frequently an 
appreciable amount of the lymphatic structure itself is carried away 
with the epithelium and the fibrous tissue. . 


14 W. 49th St., N. Y. 


Edema of the Glottis.—J. C. Girrincs Anp J. H. Joson (Phila.) 
—N. Y. Med. Journ., July 25, 1903. 


In an interesting paper in which a case is reported following a 
mild attack of scarlet fever, the author’s remark that we meet with 
two classes of this affection. 1. Simple edema of the larynx occuring 
in cahectic diseases, especially of the heart and kidneys, in which 
there may appear no apparent exciting cause, and where the inflam- 
matory symptoms are abscent. In the second class, the inflammatory 
type, due to extension by contiguity, or as a local complication of 
acute infectious disease. Other causes are also given. Prognosis is 
unfavorable in the cachectic forms, and also in the severe types of the 
acute infections diseases. Intubation rarely affords relief unless 
the obstruction is infraglottic. The continuous inhalation of medi- 
cated steam is always to be employed. Scarification and external 
deflection by leeches may be tried; cold and heat should be used ex- 
ternally and internally. Tracheotomy is absolutely demanded in ex- 
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treme cases, 





















































A CASE OF NASAL APROSEXIA: ASSOCIATED WITH STAM- 
MERING AND EMPYEMA OF THE MAXILLARY ANTRA.* 


BY G. HUDSON MAKUEN, M.D., PHILADELPHIA, 


Professor of Defects of Speech in the Philadelphia Polyclinic and College for Graduates in Medicine; 
Laryngologist to St. Mary’s Hospital and the Frederick Douglas Memorial Hospital. 


It is nearly 20 years since Guye, of Amsterdam, first gave the 
name Aprosexia to a complex of cerebral symptoms which have 
since come under the observation of every rhinologist, and which 
have been mentioned in nearly all books on the subject. The symp- 
toms designated by the term aprosexia may be summed up in a single 
sentence, namely, the inability to do even ordinary intellectual work. 
Guye distinguishes three kinds of aprosexia, the classification being 
based upon its etiology. There is the physiologic form due to nor- 
mal brain fatigue, the neurasthenic form due to pathologic brain 
fatigue and the nasal variety with which we are concerned at this 
time. 

Nasal aprosexia is usually a concomitant of adenoid vegetations 
in the vault of the pharynx and the resultant obstructive catarrhal 
condition of the nostrils. The close proximity of these naso-pharyn- 
geal regions to the cerebral cavities renders this relationship quite 
possible and especially so when we consider also their direct anatomic 
connection through the blood and lymph channels. Schwalbe and 
Retzius demonstrated this latter condition by injecting the lymphatic 
vessels of the nasal mucous membrane directly through the arach- 
noid space, and that a similar venous connection exists between cer- 
tain regions of the nasal and cranial cavities is also well known. 

We can readily understand, therefore, the pathogenesis of nasal 
aprosexia. There is a direct disturbance of the cerebral circulation 
as it comes from the nasal cavities both in respect to the volume and 
the character of the circulating fluids. Intra-nasal pressure natur- 
ally results in a form of venous stasis in the mucous membrane of the 
nasal cavities which may easily extend into the adjacent cranial 
cavities and interfere with the normal functions of the brain, and the 
catarrhal products of the mucous membrane of the nose and acces- 
sory sinuses which often accompany intra-nasal pressure are prob- 
ably taken into the circulation by absorption, and thus they become 
a source of septic intoxication. 


* Read before the Middle Section of the American Laryngological, eRe aes and Ovologica 
Society, Feb. 22, 1904, 
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The particular case that I desire to report in connection with this 
paper was referred to me by Dr. J. W. Hunter (from one of your 
neighboring towns. He came to me mainly to get relief from stam- 
mering. He was 15 years of age and physically well developed. 
He had scarlet fever and diphtheria at two years, measles and 
whooping-cough at four, pneumonia at five and a second attack at 
six years. He did not begin to talk until well on in his fourth year, 
the delay being due probably to the scarlet fever and, diphtheria at 
two years, the time at which normal speech development is most 
active. He began almost immediately to stammer and he has kept it 
up with varying degrees of intensity ever since. It is interesting to 
note in this connection that a maternal uncle and a cousin also stam- 
mered, and the possibility of its inheritance must be taken into ac- 
count in considering the cause of the affection. 

The patient ran nearly the whole gamut of the infectious diseases 
of childhood, and he also had a fall at four years, both of which 
occurrences may be regarded as etiologic factors. He probably in- 
herited a predisposition to stammer and the above unfortunate phy- 
sical experiences afterward became the exciting causes. A suppur- 
ative catarrhal condition of the middle ear also dates from the time 
of his scarlet fever and diphtheria, and a nasal catarrh has been 
more or less in evidence since he was a child. Although well devel- 
oped physically his mental condition has always been below par, and 
his school life has been somewhat of a failure. His lack of pro- 
gress, however, was attributed to the defective speech, but upon 
investigation this explanation proved to be only partially true, and 
the cause of his sluggish mentality was found to be more deeply 
seated. 

Stammering of itself is rarely an obstruction to progress in school. 
On the contrary stammerers are often exceptionally bright in their 
studies, and many of them have a peculiar fondness for intellectual 
pursuits. To such an extent is this true that some observers have 
claimed that all stammerers are mentally bright, and that their de- 
fective speech is their only bar to success. The fact is that stam- 
merers are not more nor less bright than their fellows, but many of 
them have peculiar mental traits that are characteristic of the class, 
and that prove to be in some instances insurmountable obstables to 
their recovery. 

The case under consideration illustrates the point I would make. 
It was too much trouble for him to stop stammering, or to talk con- 
nectedly. He was unable to do anything that seemed at all like 
mental or physical work. He could not be sure of himself even in 
repeating the multiplication table, not so much because he could not 
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say the words of the table, as that he was liable to forget, for in- 
stance, how much 8x9 is. In other words he stammered mentally 
as well as physically. He had no trouble in repeating words and 
sentences at dictation or in reciting short selections that he had labor- 
jously learned, but he could not extemporize words and sentences 
without bungling them, and when asked why he did it he would say 
he didn’t know or he forgot. He would even stammer in the hyp- 
notic state, which in my experience has been unusual, and this fact 
suggested to me the possibility of the existence of underlying physi- 
cal conditions by which to explain the aforementioned psychie phe- 
nomena. 


As I have said he had always had nasal catarrh, and upon exam- 
ination the turbinal bones were slightly hypertrophied and the nasal 
and post-nasal membranes were bathed with muco-pus. Small 
polypi were found in the right middle meatus at the orifice of the 
maxillary antrum. The transillumination test in my hands, how- 
ever, failed to give evidences of sinus complications, and the patient 
was referred to Dr. Walter J. Freeman’s clinic at the Philadelphia 
Polyclinic Hospital for consultation, and while their transillumina- 
tion tests were also negative it was the opinion of Dr. Freeman that 
one and probably both of the maxillary sinuses were involved. To 
make sure of the diagnosis, however, Dr. Henry J. Off, one of the 
clinical instructors, purictured both antra through the inferior meati, 
and flushed from them a considerable amount of pus. 

Empyema of both maxillary antra is not a very common disease, 

and empyema of either antrum is a rare disease at 15 years of age. 
In a recent synopsis of 35 consecutive cases by Dr. Herbert Tilley, 
of London, only 9 were bilateral and only 2 were under 20 years, the 
average age being more than twice the age of my patient. The sin- 
gle flushing of the antra described above was followed by marked 
imprévement in the general naso-pharyngeal condition, and the 
amount of muco-pus was so much diminished that we decided to 
postpone any further operative measures and await developments. I 
omitted to say that some adenoid tissue was curetted from the vault 
of the pharynx early in the treatment of the case, and some granu- 
lation tissue at the same time removed from the middle ear, both of 
which procedures were followed by improvement. The ear dis- 
charge ceased entirely except during a’ slight attack of acute coryza 
when it started up again for a brief interval. 

An interesting feature in the history of this case as given above, is 
the attendant characteristic mental symptoms which have been desig- 
nated aprosexia. As I have said the patient had been backward 
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in school, and when he came to us we found him utterly incapable of 
making any reasonable effort toward improving his condition. He 
grows weary of well doing. He is in many respects a bright boy, 
but he lacks the three mental faculties so necessary for development, 
namely, attention, concentration and memory. He cannot think of 
any thing long enough to have it impressed upon his mind, and, 
therefore, he has a poor memory. He has no powers of concentra- 
tion. He is mentally lazy. You can lead him to the fountain of 
knowledge, but you can’t make him drink. He is not a dull boy, 
On the contrary he is rather bright, but intellectual work makes him 
tired. In other words he is aprosexic, and he can never be quite 
cured of his stammering until he has been cured of his aprosexia, 
and this condition in all probability depends largely upon his naso 
antral disease. 


Lymphoma of the Pharynx—H. Jounson, (Baltimore).—/ourn. 
Eye, Ear and Throat Dis., Sept.-Oct., 1903. 


Johnston mentions that the text-books do not mention lymphomata 
of the pharynx; such tumors, as ordinarily understood, refer to the 
hyperplasia of a lymph node. The explanation of the growth which 
he encountered is obscure, and it is with the hope of having some 
light thrown upon it that he publishes it. 

The patient was a man 38 years of age, who had always enjoyed 
good health up to five months before. At that time he noticed a 
peculiar tickling of the throat which brought on attacks of coughing, 
which had increased until sleep became almost impossible. 

Examination showed a white globure tumor on the right side of the 
pharynx, and the probe revealed the point of attachment to the 
pharynx about on a level with the border of the epiglottis. Removal 
with the snare was easy. 

The tumor was hard and somewhat larger than a sparrow’s egg. 
Staining with hemotoxylon and eosin showed an outer covering of 
flat epithelium. Underneath this was a connective tissue capsule 
sending processes into the tumor mass, as in the tonsil or a lymph 
gland. The tumor proper consisted of numbers of lymph cells 


within the spaces formed by the connective tissue processes. 
EATON. 





FIBROMA OF THE NASO-PHARYNX, TRACHEOTOMY, EX- 
TERNAL CAROTID LIGATION, EXTIRPATION. 


BY CHEVALIER JACKSON, M.D., PITTSBURG, PA. 


The patient, a man of 22 years, was brought to me by Dr. East- 
man of Brownsville, Pa. The family history was negative, but he 
had a specific history dating back a year and a half. For “seyeral 
years” he had been troubled with “hawking and spitting” and a con- 
stant discharge of pus and mucus, often of blood, from the naso- 
pharynx. He had at times pain “deep in the head and above the 
mouth.” Frequent attacks of dyspnoea and constant dysphagia ren- 
dered life miserable. Swallowing. had become almost impossible; 
both nostrils had been absolutely impervious for a year or two. The 
voice was thick and dead, enunciation so gutteral as to be often unin- 
telligible. Tinnitus, difficulty of hearing and a “full feeling” in the 
ears were noticed, but seemed to him trivial as compared to the 
danger of starvation or suffocation. 

Anterior rhinoscopy showed the nasal chambers of normal size 
and lumen, but occluded posteriorly. Inspection per oram showed 
the palate bulging forward upon the tongue, the only breathing 
aperture being to the left side of the uvula, where the palate arched 
up slightly. At this point, the palate, though tense, could be raised 
slightly, thus showing a large smooth, pink mass streaked with 
blood vessels, tightly filling the naso-pharynx. An attempt to force 
the index finger upward beside the firmly impacted growth caused 
so much pain that digital examination was abandoned. Some bleed- 
ing followed this attempt. 

The membrane tympanorum were retracted, evidently from inter- 
ference with the Eustachian functions. A clinical diagnosis of naso- 
pharyngeal fibroma was made. The full gravity of the condition 
and of its operative relief, including risks of anzsthesia, hemor- 
thage, carotid ligation, tracheotomy, pneumonia, etc., being fully 
explained to the patient by Dr. Eastman, he said that he was ready 
for anything that promised a possibility of relief, as life was not 
worth living in his present condition. He was admitted to the West 
Penn. Hospital. Under the watchful care of Dr. Cottrell, ether 
anesthesia was attempted, but when the patient was about to lose 
consciousness, deep cyanosis set in. Withdrawal of the anzsthetic 
and the use of the usual expedients, restored the respiratory func- 
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tion, but each time the re-application of the ether got the patient to. 
the point of losing consciousness, the cyanotic symptoms reappeared, 
Respiratory chest movement would cease after a few jerky, inef- 
fectual attempts to draw air in through the closed faucial passage, 
Evidently the assistance of more or less voluntary faucial muscular 
effort was necessary to keep an open respiratory channel. This js 
not unusual in these cases of naso-pharyngeal tumor. Chloroform 
was substituted for ether with the same result. As soon as cyanosis 
again set in, with the concurrence of Dr. Eastman, tracheotomy was 
quickly done, breathing started artificially, and a quiet uneventful 
anesthesia carried on through the trachea tube with the ordinary 
Esmarch chloroform inhaler. A thorough digital examination of 
the growth was now possible by using great force. The growth was 
found very dense and resisting. The attachment was by a broad 
base to the basilar process on the right of the middle line. Coplous 
‘hemorrhage followed this forcible examination, and required tam- 
ponment of the fauces, pharynx and anterior nares to check it. 

Dr. Eastman concurring, I ligated the external carotid artery be- 
tween the lingual and the superior thyroid. This was done, not to 
control the bleeding started by the examination, but to forestall that 
which was sure to follow extirpation. The ascending pharyngeal, 
seeming also quite large, was ligated near its origin. The faucial 
and pharyngeal tampons were removed, and the bleeding seemed to 
have ceased. A gauze tampon with a ligature attached, was inserted 
in the pharynx to keep blood from entering the larynx and a com- 
bination of the Trendelenburg and the Rose positions was main- 
tained. A steel rod about the thickness of an ordinary laryngoscope 
and having an eye at the distal end through which a strong braided 
silk ligature was threaded, was now forced backward carrying its 
thread into the naso-pharynx. So much force was required to in- 
sinuate the rod backward that it seemed to be going through, rather 
than between tissues. The finger of the other hand in the mouth, 
however, felt the rod working its way between the growth and the 
tense velum. The braided cord thus carried was used to pull through 
the number five piano wire loop of a special snare. Standing at the 
head of the patient with the forefinger of each hand forced up into 
the naso-pharynx, the loop was placed in position, the slack taken 
up by an assistant, Dr. Wyckoff. With the powerful snare, no difi- 
culty was experienced in snaring off the growth, which was then 
shelled out from behind the velum. The hemorrhage was about as 
great as the worst of adenoid cases; doubtless, it would not have 
ceased spontaneously as after adenoidectomy, but I did not wait to 
see. The stump was pinched off with heavy forceps, and the naso- 
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pharynx was immediately filled with an enormous gauze plug, about 
9x? in. drawn up into the naso-pharynx by two silk braided cords, 
one through each nasal passage, tied over a pad anteriorly in the 
usual way. This controlled the bleeding completely. The tem- 
porary pharyngeal tampon (not the post-nasal plug) was then re- 
moved. The trachea tube was removed when consciousness re- 
turned a few minutes later. Breathing proceeded without appar- 
ently as much obstruction from the plug as from the growth whose 
space it occupied. This plug was removed at the end of 48 hours. 
The enormous naso-pharyngeal cavity showed the pressure atrophy 
which the bony walls had undergone. A gray slough occupied the 
site of attachment of the growth. The tracheal and carotid wounds 
both healed per primum. At the end of a week, when the patient 
left for his home, a well man, the pulsations were beginning to be 
feebly felt at the temporal. No symptoms referable to the carotid 
ligation were at any time apparent. This case has several points 
of interest. The tracheotomy necessary for anesthesia had, of 
course, the advantage of enabling the exclusion of blood from the 
trachea by a laryngo-pharyngeal tampon. It has always seemed to 
the writer that preliminary tracheotomies, for these and almost all 
other cases, are better done at the time, not several days or a week 
previously. A half hour or an hour’s breathing of the warm steam- 
ing atmosphere of the operating room certainly involves little or no 
tisk of pneumonia. The patient always dreads two operations more 
than one. The external carotid ligation had certainly the effect of 
limiting the hemorrhage ; though, of course to what extent can only 
be conjectured, as some of these cases bleed more than others; but to 
any one who has seen the blood well up out of the mouth like a 
drinking fountain, the contrast was marked. An additional advan- 
tage is the inhibition of recurrence, though this applies more to 
carcinomata and sarcomata than to fibromata. The lessened hemor- 
thage helps to forestall shock, which. by causing a “bleeding into the 
patient’s own arteries” is dangerous out of proportion to the quan- 
tity of blood lost. Shock from depletion of the circulation in the 
neighborhood of the cerebral sinuses, as pointed out by Day, is al- 
ways a factor in hemorrhage from naso-pharynx. Now tying the 
external carotid throws more blood than normal into the cerebral 
circulation by way of the internal carotid, thus lessening the ten- 
dency to shock entirely independent of lessening hemorrhage. It 
seems to the writer that with a centrally attached growth both ex- 
ternal carotids should be tied, if not at a single operation, two or 
three days apart. j 





270 JACKSON : FIBROMA OF THE NASO-PH’ARYNX 


The operation is easy of performance and (at least if only one is 
tied) harmless in the results, with a careful aseptic technique as 
pointed out by Keen and Stucky; the latter having suggested it as 
worthy of trial in forestalling hemorrhage in cases such as the one 
here reported. Ligature also of the ascending pharyngeal seems to 
the writer advisable where it is found to be of any size. It is a 
trivial addition to the other operation. 






— sr 
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Dr. Jackson’s Special Fibroma Snare. 


The special snare which was made for me several years ago for 
very heavy duty, is shown in the cut. It is a modification of the 
Jarvis snare, being much heavier and having a ring with hand spokes 
like a pilot wheel that can be slipped over the milled thumb nut 
when drawn so tightly that the nut can no longer be readily turned. 
To leave the heavy spoked wheel on permanently would interiere 
with delicacy of manipulation in placing the loop, though this would 
not have been a factor in this case, because the loop was adjusted 


with the two forefingers in the naso-pharynx. 


Adenoids as a Cause of Enlarged Tonsils and Other Pathological 
Conditions.—W. G. B. Hartanp. —TZherap. Gaz. , Sept., 1903. 


When the number of bacteria is increased by mouth-breathing the 
tonsils are apt to be infected and thus become themselves foci of in- 
fection. The attenuated organisms and their modified toxins pass 
from the substance of the tonsil along the lymphatics into the cervical 
glands and finally through the lymphatic glands and channels they 
often reach and effect important organs and the blood itself. Thus is 
often explained the presumable cause of rheumatism, tuberculosis and 


other diseases. STEIN. 



























































AN EASY METHOD OF ENTERING THE SPHENOIDAL SINUS 
FOR DIAGNOSTIC PURPOSES. * 


BY C. G. COAKLEY, M.D., NEW YORK. 


The following method of exploring the sphenoidal sinus is the 
result of the writer’s experience in this line in attempting to perfect 
a method of diagnosing disease of this cavity. 

This sinus is invariably examined— 

1. Inall cases in which muco-pus is found in the nose on anterior 
rhinoscopy. 

2. In all cases in which a diagnosis of suppuration in any other 
accessory sinus is determined. 

3. In all cases where muco-pus is found in a choana on pos- 
terior rhinoscopy. 

1. In all cases giving a history of post-nasal catarrh, or “drop- 
ping in the throat ;” especially if anterior and posterior rhinoscopy 
fail to show sufficient pathological changes to account for the hyper- 
secretion. 

5. In all cases giving a history of occipital pain or pain referred 
to the back or depth of the orbit. 

6. In all cases where polvpi are seen on posterior rhinoscopy fill- 
ing the upper angle of a choana. 

?. In all cases of atrophic rhinitis. 

The method about to be described is impractical in the case of 
patients suffering from multiple polypi in the nose, until these masses 
have first been removed by means of the snare and forceps, and a few 
days have elapsed to allow the cut surfaces to heal. 

The anterior nares are sprayed with a solution of 2 per cent cocain 
in a 1 to 10,000 solution of adrenalin chloride. At the end of five 
minutes a second spraying of the nose with the same solution 
suffices to still further contract the soft tissues in the more posterior 
parts of the nasal cavities. 

An applicator wound with cotton is then dipped in a 10 per cent 
solution of cocain and passed between the middle turbinate and 
the septum, to the posterior limits of the naris. In cases in which 
the middle turbinate is in contact with the septum, the applicator is 
bent, with the concavity upwards and passed beneath the lower border 
of the middle turbinate to its posterior limit. 

The nose is next irrigated with sterile normal saline solution to 

* Read before the Section on Laryngology and Rhinology, N. Y. Academy of Med., Feb. 24, 1904. 


271 






















































272 COAKLEY: EXPLORING THE SPHENOIDAL SINUS. 


remove as much of the secretion as possible. Inspection of the nares 
both anteriorly and posteriorly is next made for the purpose of detect- 
ing any remaining secretion. Any that is visible is removed by dry 
cotton swabs. The region between the middle turbinate and the 
septum is repeatedly cleansed with a cotton wound applicator until 
one is satisfied that all secretion and moisture have been removed. 


A thin, not too flexible applicator curved slightly upward for about 
three-quarters of an inch is rather tightly wound with cotton, the 
end being protected by the cotton. This is passed between the middle 
turbinate and the septum, the uncurved part, one-eighth of an inch 
above and parallel to the lower border of the middle turbinate until 
it reaches the anterior surface of the sphenoid bone. 


The whole anterior surface of this bone is tested, by gradually 
withdrawing and pushing forward the applicator, until it is found 
that suddenly the instrument passes through an opening into a cavity 
of a depth of half an inch, more or less. 

In most cases where the sinus is healthy, and in some where it is 
diseased, the sensation given as the applicator passes into the sinus 
is not unlike that of a sound that has passed a constriction into a 
wider channel beyond. 

We may reassure ourselves, that we really are in the sinus by 
resorting to the following tests: 

1. If the patient’s head is kept in the normal position to the body 
(not extended) the instrument will remain in place. 

2. Posterior rhinoscopy may be conducted and the instrument 
seen not to be in the naso-pharynx. 

3. Usually a little of the steel shaft of the instrument can be seen 
at the upper part of the choana but none of the cotton wound portion. 

4, Vertical and lateral motions of the applicator are practically 
impossible owing to the instrument passing through a narrow orifice. 
A limited amount of rotation may be obtained varying with the size 
of the sinus. 

If in seeking the orifice of the sinus the instrument gets below the 
body of the sphenoid, it passes at once into the spacious naso- 
pharynx. The applicator can then be moved laterally to an extent 
varying with the space between the turbinate and the septum, down- 
wards as far as the floor of the nose, and rotated at will. 

Once the examiner experiences this sensation he will ever after 
recognize it and withdrawing the instrument slightly, elevate the 
point a little and begin anew the search on the anterior wall for the 
normal orifice. 

Deviations of the septum and spurs are always a little troublesome 
in carrying out this procedure. With a little ingenuity the appli- 
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cator may be bent to circumvent these in almost every case. The 
method has failed in cases where extensive adhesions, usually the 
result of previous operative measures, exist between the middle tur- 
hinate and the septum. Only after their destruction or the removal 
of a part of the middle turbinate have I been able to explore the sinus. 

Only a small percentage of sphenoidal sinuses thus explored have 
been found to be diseased. Leaving out of consideration the cases 
that have been examined at the Clinic, many of which we have been 
unable to follow up, no case of infection of the sinus has occurred 
among my private patients, as a result of this probing. 

lf the parts are thoroughly cocainized the process is not very pain- 
ful. On entering the sinus, however, the patients complain of some 
pain, some say the sensation is as if the probe were coming out of the 
hack of the head (occiput), while others complain of pain in the eye. 

When the end of the applicator touches the posterior wall of a 
healthy sinus there is a sensation imparted to the operator as if it 
were against bare bone; this in spite of the fact that the instrument 
is wound with cotton. This I believe is due to the thinness of the 
mucous membrane lining the healthy sphenoidal sinus. 

The diagnosis of a diseased sinus is made when one or more of the 
following conditions are observed. 

1. On withcrawing the applicator and rubbing the cotton on a 
slide a microscopical examination shows the presence of pus. If the 
nares have been thoroughly cleaned as above described, this is’ con- 
clusive. 

The slide made from the cotton from a normal sinus frequently 
shows nothing but a little mucus and an occasional epithelial cell and 
blood cell. 

2. If muco-pus is seen at the upper part of the choana while the 
applicator is in situ (when previously there was none) this must have 
heen forced from the cavity by the entering instrument. 

Of course one must not confound the cotton on the instrument with 
secretion fromm the sinus. That is the case when the applicator is 
wound too long with cotton, or the sinus happens to be shallow. 

3. The feeling at the end of the instrument as if the cavity had a 
velvety, soft or pulpy lining. 

This sensation may be given if the cotton project too far beyond 
end of the applicator. 

Usually all three of these conditions are found in the same case. 

In but few of the cases explored have we at any time been able to 
get a view of the normal orifice, either before or after entering the 
sinus. All is done by the sense of touch after the applicator is once 
started right by the aid of anterior rhinoscopy. 

Although this method of diagnosis is exceedingly easy of per- 
formance, I must not be understood as advocating operative meas- 
ures for the cure of the disease unless the region to be operated on 

is plainly visible to the eye. 

19 West 58th Street. 



































THE RELATION OF DISEASE OF THE UPPER AIR PASSAGES 
TO DISEASES OF THE STOMACH. 


BY LEWIS A. COFFIN, M.D. 

Surgeon Manhatten Eye & Ear Hospital, Throat Department. 

Having read a paper on this subject less than a year ago, I felt 
some hesitancy in accepting the invitation of our worthy president to 
participate in the programme of this evening. My views have not 
changed, and I have little further to add to what I have already 
said. The only improvement must come from the necessary con- 
densing and consequent shortening of the previous paper. 

I wish to state at the outset, that whereas I believe thoroughly in 
the lithaemic nose and throat, I do not wish to embrace that condition 
in my disctission to-night. 

Lithemia is a disease resulting from the improper working of 
several organs, and I am not sure but that it may exist in an indi- 
vidual possessed of a thoroughly normal stomach digestion. 

My subject has to do with the relations of the diseases of the 
throat and nose on the one hand, and the stomach on the other. 

Irritation is the cause par excellence of the catarrhal mucous 
membrane. The irritation may be either mechanical or chemical. 
Conditions of the blood and germ activity may each probably also 
produce a catarrhal condition of the mucous membrane. 

Of the relation of the diseases of the upper air passages and 
various diseases of the stomach, considerable has been written. As 
used here, by Diseases of the Upper Air Passages is meant the 
simple catarrhal disease, and shall restrict what I have to say to that 
part of the upper air passages most intimately associated with the 
stomach, namely, the pharynx and naso-pharynx. In speaking of 
the relations of the diseases in question, French states that he never 
saw one withont the other. 

Grayson that they are often connected. 

Beverly Roberts has written quite extensively on the subject, and 
Hemmeter says that he has seen post-nasal catarrh which had te- 
sisted all forms of treatment disappear when a hyperacidity of the 
stomach had been relieved. He states that the intensity of the 


hyperacidity. 


* Read before the N. Y. Co. Medical Society, Jan. 25, 1004. 
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In the paper before referred to 1 say that I had never seen it 


sated by any gastrologist that post-nasal catarrh was frequent 


cause of gastritis. 


However, in the discussion of that paper Dr. 


Max Einhorn said that he was of the opinion that post-nasal cafarrh 
was frequent cause of stomach trouble. Many have noted the 


relationship of the two diseases, and we have authority that either 


may be the cause of 


the other. Some years ago I had no doubt that 


the swallowing of great amounts of mucus caused attacks of gas- 


tritis, from which, 
often complained. 


patients suffering from post-nasal catarrh so 
I frequently assured them that when their so- 


called catarrh was relieved their stomachs would cease to trouble 


them. Patient and physician were too often doomed to disappoint- 


ment, and I soon came to see that the reverse proposition was much 


more liable to hold 


true—that if the stomach could be relieved, the 


pharynx and naso-pharynx were much more amenable to treatment ; 
r for that matter, improved without much local treatment. 


In the spring of 1903, having noticed that from patients present- 


ing certain forms of catarrhal trouble, especially from those com- 
planing of various symptoms of post-nasal catarrh, I could gen- 


erally get a history of more or less gastric trouble, I decided to 


examine, not the nose and throat alone, but the stomach as well, and 
to this end was able to associate with myself Dr. Dudley Roberts, 


who systematically 
tient sent to him as 


examined, physically and chemically, every pa- 
to his condition of the stomach. The cases sent 


to Dr. Roberts were for the most part such as made complaint only 
of various symptoms of post-nasal catarrh, and in whom no intra- 
nasal condition could be found to account for the post-nasal condi- 
tion. It occurred to me that inasmuch as the membrane of the vault 
of the pharynx in children is studded with lymphoid tissue and is 
especially liable to swell and hypertrophy on slight provocation, that 
indigestion might frequently be the cause of adenoids. The cases 


sent to Dr. Roberts 


for examination were as follows: 


30 adults suffering from chronic naso-pharyngitis. 
15 children having adenoids. 


5 cases of atrophic rhinitis with ozzna. 

The last class, not because we felt that the atrophic condition, was 
caused by the condition of the stomach, but rather as a sort of con- 
trol, feeling that if the stomach is ever diseased by taking into itself 
the nasal and post-nasal secretions, it would certainly, suffer in these 


cases. The double 
all cases examined. 


or less stomach disturbance; of the 24, 12 had a decided chronic 


test meal was used by Dr. Roberts in practically 
Of the 30 cases examined, 24 admitted more 
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catarrhal gastritis with a low secretion of hydrochloric acid, the syb. 
jective symptoms being the belching of gas and eructation of sour 
fluid after meals. Seventy-five per cent of this class had an atonic 
state of the gastric muscle at time of examination. Six of the thirt: 
adult cases showed a distinct evidence of superacidity, and there 
was evident the stomach splash. 

In every one of these, to the general diagnosis of chronic nasal 
pharyngitis had been added the note “extremely hyperemic.” | Two 
cases of the thirty showed evidence of neurotic atony, having, hoy- 
ever, normal stomach conditions. 

Four of the thirty complained of belching and eructation, in whom 
no evidence of stomach disease could be found. Strange to say, 
however, that of the 5 cases of atrophic rhinitis none complained nor 
admitted stomach trouble, nor was any detected by careful physical 
and chemical examination. Two or three of the histories may be 
interesting : 

(1) E. B., aged 19. Has been troubled with belching and eructa- 
tion to the extent of causing great discomfort. The catarrhal con- 
dition of the throat has been progressively worse; until the last few 
months there has been an almost constant burning in the throat and 
a desire to clear it. 

Clinical Diagnosis. Chronic follicular pharyngitis, very hypere- 
mic, nose normal as to structure and membrane. Physical examina- 
tion normal except splash after water ingestion. Test meal shows 
rather watery, well mixed chyme, no mucus; a total acidity of % 
degrees; free hydrochloric acid 75; loosely combined hydrochloric 
acid 15, and the advanced proteid and retarded carbohydrate diges- 
tion we should expect. 

After one week’s treatment of the stomach this young man con- 
sidered his throat as cured. 

(2) N. R., 32, married. Well until two years ago, when she 
began to suffer from indigestion, belching and regurgitation after 
meals. This patient is quite sure that throat symptoms followed 
stomach trouble, and as she thinks of it now, the throat is worse as 
the stomach is. Chemical examination showed a slow sub-acidity 
as far as free acids are concerned, but a total acidity of 60. 

Clinical Diagnosis: Chronic catarrhal nasal pharyngitis; nose 
normal. 

(3) J. T., Greek, 18 years. For past five years has ruminated 
after eating. At first, food returns tasteless and is chewed; after 
about a half hour it returns sour. There is more or less belching. 
Came to the hospital on account of dropping in the back of the 
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throat and a constant desire to clear same. He says the throat 
trouble came on subsequent to the ruminating habit. Examination 
shows: A decided chronic gastric catarrh. 

Like histories can be reported to any number. In some clinical 
cases, it is of course difficult to get any statement as to sequence of 
symptoms ; especially difficult is the task of getting satisfactory his- 
tories in the cases of children. 

Dr. Roberts reports on the 15 children having adenoids, as fol- 
lows: 

“Instruction was given the mothers to watch the children carefully 
fora few days. Only four were reported free from belching of 
gas, In ten, four were found to have a decided superacidity; in 
two of these, there was evidence of atony. Six of ten showed 
chronic catarrh of the stomach, and of these, three had atonic gas- 
tric muscles. In the remaining five there was no discoverable abnor- 
mality. It would seem from the statements of the parents that all 
but two of these fifteen children had frequent attacks of stomach 
trouble in infancy.” 

I hardly think that we need spend time on the indigestion of 
children. Personal experience would point to the fact that as a 
class they are frequent sufferers. And I believe that although by no 
means the only cause, indigestion is a frequent cause of adenoids. 
As before stated the frequent co-existence of the disease of the two 
regions now under discussion has been noted by writers on rhinology 
and gastrology. The practical question is, which is the casue of 
the other? It seems to me that granting that a person did swallow 
much mucus, it would be comparatively harmless, as the stomach 
would take care of it. But as a matter of fact, I do not believe that 
as a rule any great amount of mucus is swallowed from the naso- 
pharynx. Further, did the swallowing of mucus cause the stomach 
trouble, we would not expect such a diversity of stomach troubles 
from the same cause; and, again, if the swallowing of mucus leads 
to stomach disease, we should find gastric and bronchial disease more 
often associated for much more mucus is taken into the stomach 
after hawking it from the naso-pharynx—I might say, the rule is 
iucus hawked from the naso-pharynx is spat out, mucus coughed 
irom the bronchi is swallowed and vet I have never seen it claimed 
that an inter-dependence existed between gastric and bronchial 
trouble and stomach trouble is not relieved by treatment of the 
throat. : 

On the other hand, it seems reasonable to consider the various 
‘isorders of the stomach as the cause of naso-pharyngeal disease, for 
the following reasons: 
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The belching of gas and eructation of chyme into the pharynx 
and naso-pharynx is an almost constant symptom of stomach dis. 
orders, and probably may take place from a healthy stomach. 

Normal chyme is of such a nature that it would act in the pharyny 
and naso-pharynx both as a mechanical and chemical irritant, ang 
it may be often thrown into these regions from the atonic stomach 
Correction of the stomach trouble relieves the throat symptoms. 

Further, the peculiarly circumscribed area diseased in these cases 
suffering from post-nasal catarrh, viz: the oro and naso-pharynges, 
posterior ends of the turbinal bodies and the Eustachian tubes, point 
to the same conclusion. 

I have considered only-the catarrhal condition of the pharynx 
and naso-pharynx. A catarrhal membrane is very vulnerable to the 
various pyogenic bacteria and the inflamed and mucus-covered mem- 
branes are excellent culture beds for the same. 

49 West 50th St. 


Treatment of Cervical Adenitis due to Tonsillar Infection— 
AxBerRT E. Rocars (Boston).—Med. Record, Nov. 28, 103. 


The author speaks of the good results obtained by Goodale in 
chronic cervical adenitis, from the injection of a ten per cent aqueous 
solution of iodine into the tonsillar crypts by means of a hyperdermic 
syringe. This treatment is repeated every third or fourth day. Per. 
sonally the writer goes a step more radical, and removes the diseased 
tonsil itself. This he claims should be done before attempting th 
external operation, in cases where the lymph glands have not broker 
down. 

The cervical glands receive their lymphatics from the tonsils, ané 
the extension of the infection is a common occurence. 

Five cases are reported; in them the neck swelling disappeared 
after removal of the diseased tonsillar tissue. Some of these cases 
had advanced to a considerable involvement of the cervical glands. 


M. D. L. 
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ACUTE EDEMA OF THE LARYNX COMPLICATING 
ARTICULAR RHEUMATISM. * 


THOMAS J. GALLAHER, A.M., M.D., DENVER, COLO. 


Oedema of the larynx fortunately is rare. There are many causes, 
as the inhalation of irritating vapors, the presence of irritating syb- 
stances in the larynx, conditions which produce venous stasis (cer- 
tain affections of heart, lung and kidneys). Different growths in 
the neck and thorax by impeding the circulation may also cause the 
affection. 

lodide of potassium in enormous doses has also produced it. In 
angioneurotic cedema the larynx may also be involved. It occurs as 
a complication of diphtheria, scarlet fever and measles, also as a 
manifestation of infection by streptococcus and other germs. That 
the larynx is more commonly involved in rheumatism than is sup- 
posed I have no doubt. However, it is extremely rare that the in- 
fammation is severe enough to produce acute cedema. The case 
I wish to report is one occurring as a complication of acute articular 
rheumatism in the adult. 

Dr. W., resident of one of our hospitals, had been suffering for 
ten days from acute articular rheumatism ; the attack was most vio- 
lent in its severity and involved nearly all the larger joints in the 
body. He had been placed, by the attending physician in the medical 
ward, upon large doses of salicylates internally ; and locally the oil of 
wintergreen had been applied. No iodide of potassium had been 
given. No cardiac lesions were discovered. 

The urine contained no albumen and there were no evidences of 
nephritic trouble. 

No discoverable local conditions producing obstruction to return 
circulation. 

I was summoned to the hospital at one o’clock a. m. by one of the 
residents who stated that the doctor seemed to be choking to death 
and that he feared cedema of the larynx. 

I reached his bedside as quickly as possible and succeeded in 
passing into the larynx a large intubation tube, which brought him 
immediate relief. 
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In three hours the tube was expelled from the larynx and | was 
again called and intubated for the second time. 

At this visit I took the opportunity of making a laryngoscop; 
examination of the larynx and passed the tube under the guidane 
of the mirror. The epiglottis was enormously swollen as were aly 
the aryepiglottic folds and the ventricular bands. It was my beljes 
that it would be difficult to retain the tube in the larynx under thes 
conditions, and I advised tracheotomy as a much safer procedure 
lest the tube might be expelled and he would die before I coylj 
reach him to reintroduce it. In consultation with two other medical 
gentlemen I was overruled and they insisted upon my endeayoring 
to bring him through by intubation. I assured them that in case oj 
the expulsion of the tube that he was in great danger of suffocation 
before I could reach him but I would do the best I could. In all J 
intubated him six times and succeeded in bringing him through the 
laryngeal condition without performing tracheotomy. 

The condition of cedema necessitating the presence of the tube 
lasted about sixty hours, although the tissues remained swollen joy 
four or five days and the larynx was not restored to norma! condi- 
tion for fhree or four weeks. 

His other treatment consisted of saline cathartics and the inhala- 
tion of tr. benzoin comp. vaporized. In this case the cedema was 
apparently produced by the rheumatic condition directly affecting the 
muscles, membrane and possibly the cartilages of the larynx. 

I do not think it likely that the salicylates are at all responsible 
and every endeavor was made to eliminate any other cause. As t 
the treatment in this affection intubation or tracheotomy should bk 
done at once. Intubation I prefer to try at first; and it is possibl 
to bring the patient through the attack of cedema, doing intubation 
many times if necessary, providing the operator is close at hand. 

However, finding it difficult to retain the tube in the larynx and 
the operator not being within easy distance, it is much safer to doa 
tracheotomy. 

There is much more danger of quick suffocation in this affection 
after the expulsion of the tube than there is in the ordinary case of 
diphtheria. 

We intubated this patient several times in the ordinary way and 
afterward used the mirror. In the adult I prefer to pass the tube 
using the laryngoscopic mirror be it this condition or diphtheria ; this 
insures the least possible mechanical violence to the parts. 

I do not favor scarification of the parts as I have seen tissues refill 


almost immediately. A further objection to cutting the tissues 1s 
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the possibility of carrying infection to the deeper structures. When 
pus is present in the membrane, the cedema occurring as a secondary 
complication of streptococcic infection, its early liberation is im- 
perative. Adrenalin in spray I consider useless if not positive harm- 
ful by its secondary reaction. 

Application of ice bag to the neck is probably of some value in 
lessening the tendency to recurrence. The use of the saline cathartics 
freely and diaphoretics are certainly indicated. In cedema occurring 
secondary to heart, kidney and other obstructive’ lesions, of course it 
js necessary to direct treatment to these affections so as to prevent 
recurrence. 

In conclusion, we may make the following deductions: 

The larynx is subject to rheumatic inflammation more often than 
is commonly supposed ; acute cedema may follow as a result. 

Intubation can be relied upon to relieve the condition of imminent 
suffocation. If intubation is resorted to, it is necessary that the 
operator should be close at hand to quickly reintroduce the tube in 
case of necessity. 

Tracheotomy should be performed when difficulty is experienced in 
retaining the tube in the larynx or when the operator is not within 
easy reach. 

Local applications are at best of little value. 


The Medical and Surgical Treatment of Suppurative Affections 
of the Middle Ear.—Cornevivs Witiiams.—<S/. Paul Med, 
Journ., Sept., 1903. 


In suppurative diseases of the middle ear the author doubts the 
utility of emptying the middle ear by Valsalvas’ process, or by 
Politzer’s inflation; washing through the Eustachian tube he holds 
difficult and unsafe, and aspiration into the canal or through the tube 
is not to be recommended because of the greater congestion pro- 
duced. The instillation of medicated solutions or the insufflation of 
powders he claims as no good and are sometimes harmful. Opera- 
tions on the tympanic membrane should be done only under an 
anesthetic and with a small sharp bistoury. Incision is made in the 
posterior inferior quadrant and should include the skin and perios- 
teum of the canal as well. Early and through exposure of the mas- 
toid cells and antrum is recommended when these parts are involved. 


, STEIN. 
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NEW YORK ACADEMY OF MEDICINE. 
SECTION ON LARYNGOLOGY AND RHINOLOGY. 
Stated Meeting, Held February 24, 1904. 
Francis J. QUINLAN, M.D., Chairman. 


A Case Illustrating the Effects of Traumatism upon Sub-Cut- 
aneously Injected Paraffin. 


Dr. Harmon SmitH presented this patient. When a boy five 
years old, patient received a severe blow on the nose which resulted in 
the crumpling of the septum and a flattening of the nasal bones. On 
December 2, 1901, one drachm of paraffin was injected over the root 
and dorsum of the nose raising the surface over the root about one- 
eighth of an inch and over the dorsum about one-sixteenth of an 
inch, The patient was previously presented to the Section January 
22, 1902, illustrating subcutaneous injection of paraffin. On Decem- 
ber 4, 1903, the patient was injured by a falling door. Broken glass 
struck the dorsum of the nose at the junction of the nasal bones and 
cartilages, severing them completely at this point. The cut extended 
vertically downward into the cavity of the nasal chamber. Exter- 
nally the incision was nearly to the junction of the nose with the 
cheek. A piece of tissue with the paraffin injected therein was 
removed for microscopical examination. The wound was treated 
and closed in the usual manner and the recovery was without inter- 
est. He said that Dr. Wright would show upon the screen the micro- 
scopical appearance of the paraffin in the tissue removed. Dr Smith 
then gave the opinions of experimenters upon the ultimate fate of 
this material in the tissues. 


A Case of Laryngeal Neoplasm. 


This case of Dr. M. D. LeperMAn’s was reported by* the Chair- 
man. A well nourished man about 49 years of age, complained of 
hoarseness for four months. Eight weeks ago he noticed “swelling 
in the right cervical region anterior to the sterno-mastoid muscle. 
No pain on swallowing, but experiences a discomfort or feeling of 
pressure over the right side of the head, around the parietal region. 
At times he has a shooting pain in the right ear. 

The swelling in the neck is quite hard, but not painful to touch. 
His hoarseness is getting worse. 
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The laryngeal picture reveals a whitish growth involving the 
right true and a portion of the false cord, and continues along the 
full length of the true cord. In appearance it is papillated and ex- 
tends across the anterior commissure to the anterior portion of the 
left cord. The left cord is not otherwise involved. 

No appreciable loss of weight has occurred up to the present time. 

The color of the growth has been associated with malignant disease 
in the region, and the tentative diagnosis is epithelioma. Large 
doses of iodide together with mercurial inunctions have been tested 
without any result. Operation has been recommended. 


Dr. Ropert C. Mytes said the growth was evidently an epithel- 
ioma and that the question should be raised whether an operation 
was advisable or not, and if advisable how extensive should it be. 
Ten or fifteen years ago the pendulum swung backwards and for- 
wards regarding this question, but to-day it was more settled in 
favor of extirpation, associated, if necessary, with thorough dissec- 
tion of glands. He wished to emphasize the importance of the after- 
care of these patients by employment of intelligent nurses. 

Dr. JosepH W. GLEITSMAN said that a few years ago he reported 
such a case and referred then to the statement of Semon regarding 
the whitish appearance of the growth in the larynx always being sus- 
picious of malignancy. The second case he reported was one very 
difficult to diagnose. The patient was a man, 65 or 70 years old, tall 
and very stout, with a small mouth, big tongue, and gaggy throat. 
There was a whitish growth on one cord and he made a diagnosis of 
malignancy. Operation was not performed because of the patient’s 
objections ; so long as he could breathe he would not hear of opera- 
tion. He left the city in fair health, went to the country without 
any stenosis in the larynx, but soon afterwards died from suffocation. 

Dr. J. CLARENCE SHARP spoke of the use of radium in these cases. 
In epitheliomas of such a nature as the one presented the radium 
should be placed in a tube and pressed against the growth while the 
X-ray was applied to the glands in the neck. He believed this 
method of treatment would give more benefit than the operative. 
About three months ago he showed a case of epithelioma of the 
tongue; it was situated posteriorly. He removed it with the cold- 
wire snare and radium was applied in a small tube which had a 
radial activity of 30,000. It was applied for three minutes at first 
every three days and then gradually increased to ten minute applica- 
tions thrice weekly. The wound entirely healed. Of course, he 
could not draw any definite conclusions from one case but he thought 
that any method was worthy of trial that could give such patients 
comfort for one year or eighteen months; seemed to be for better 
than the removal of large sections or one-half the tongue. 


A Case of Malignant Tumor of the Fauces. 


' 
Dr. Let M. Hupp presented this case. The patient was a man 62 
years old who, three months ago, felt soreness on the left side of his 
throat. Six weeks ago he began to have partial lock-jaw. A large 
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and deep ulceration was found on the anterior pillar on the left side 
with its edges papillomatous. The patient was a constant smoker, 
Partial lock-jaw was his only symptom. Microscopical examination 
by Dr. Jonathan Wright shows it to be epithelioma. 


Dr. Emit Mayer said that it seemed to be established that the 
growth was malignant. The fact that the patient was in good con- 
dition and that there appeared to be no glandular involvement made 
him believe that operative interference would be followed by good 
results. 

Dr. FrANcIS J. QUINLAN referred to the operation first devised 
and practiced by Dr. Dawhbarn of ligation and excision of both 
carotids for malignant neoplasm. He saic he had been much amazed 
at the remarkable shrinkage that had followed such a procedure in a 
recent case of sarcoma of the tonsil. 


An Unusual Case of Incipient Laryngeal Phthisis. 


Dr. WoL¥r FREUDENDALL presented a man, 33 years old, a waiter, 
who had been sick seven weeks and who had been sent to him be- 
cause of hoarseness. Dr. Einhorn had been treating him for some 
suspected tubercular process in the stomach. In the larynx was 
found a peculiar color of the vocal cords, greyish-white, one very 
peculiar in this class of cases. On the left side there was a large 
defect the consequence of ulceration. The question first arose as to 
what was the character of the condition, was it a specific lesion, 
tubercular or carcinomatous? The latter was easily excluded. An 
examination of the lungs revealed nothing, but the sputum gave 
positive evidences of the tubercular nature of the process, only to- 
night after repeated negative results. The patient had visited several 
gentlemen who had given iodide of potassium. He said it was very 
peculiar that the patient should have had no other symptom but 
hoarseness and very little pain. It was astonishing that there should 
be so much loss of substance and so little pain. In laryngeal phthisis, 
pain, as a rule, was well marked. He referred to the possibility of 
such cases developing primarily in the larynx. 

Dr. J. CLaneNce SHarp said that he saw a great many cases of 
tuberculosis of the larynx in which patient had no pain on swallow- 
ing. In tubercular ulcerations of the cord, or interarytenoid com- 
missure without much infiltration, but with the ulceration quite ex- 
tensive, patients may swallow without pain. 


A Case of Bilateral Oedematous Enlargement of the Middle and 
Inferior Turbinates, due to Vasomotor Paralysis. 


Dr. JoserH H. Apranam reported the following case. Miss M. 
A., 27 years old, born in Ireland. One of nine children. Father died 
af alcoholism; mother living and in good health. The patient pre- 
sented herself at Professor Delavan’s clinic at the New York Poly- 
clinic two months ago, complaining that she was unable to breathe 
through either side of her nose, that she slept with her mouth open, 
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that her throat felt very dry, and that she had an irritating cough. 
This condition had existed since she was twelve years oid. Examin- 
ing the nose on both sides, without the use of a speculum, a large 
pinkish-gray, oval-shaped tumor was seen, filling the whole vestibule. 
Examining with a nasal speculum and probe, I found these tumors 
to be the enlarged anterior ends of the right and left inferior tur- 
binates. The hypertrophy extended inward, and involved the anter- 
jor two-thirds of the right and left inferior turbinates, and also the 
whole of the right and left middle turbinates, the latter not so mark- 
edly as the former. The meatii were perfectly free. In appearance 
the turbinates resembled an ordinary mucous polyp. | removed 
the anterior end of the right inferior turbinate for microscopical 
examination and found an exudation of serum into the connective 
tissue spaces and stroma and marked enlargement of the blood ves- 
sels and cavernous sinuses. Two weeks ago the right inferior tur- 
binate was operated upon, removing only the mucous membrane and 
structures lying beneath, but not any bone. Following this opera- 
tion the patient breathed freely through that side of the nose. 1] 
shall continue the operative procedures until all ‘diseased tissue is 
removed. The patient was presented because of the cedematous 
hypertrophy being of such an extensive character. 


Dr. Ropert C. MyLes said that one peculiar characteristic was that 
the hypertrophy seemed to be confined to the anterior and middle 
thirds of the turbinals; usually it was the posterior portion that was 
hypertrophied. The pathology indicated that the condition was the 
result of obstructed venous return, but being bilateral the question 
he said was more difficult to fathom and its nature was still in doubt. 
He thought that possibly it might be due to some condition which 
effected the nervous as well as the venous supply. There was a 
more or less solid infiltration and, therefore, he thought there must 
be some hyperplastic element involved. Surgical interference offered 
the only hope for relief in these cases. 

Dr. JONATHAN WRriGHT said the case was to him an exceptional 
one. Beginning at the age of 12 made it a very rare one. Regard- 
ing the cause he believed that there was an interference with the 
venous return due to some disturbance of the vaso-motor supply, or 
to some obstruction of the radicle veins in the bone, but the actual 
cause was very difficult to determine. These cases he said were cer- 
tainly very puzzling ones. That the nasal mucosa should suddenly 
become cedematous, or infiltrated with effused serum from the ves- 
sels was to him a very singular thing and it was still more singular 
that, when removed completely, it failed to recur: He did not be- 
lieve the venous obstruction in this case was in the bone but, in all 
probability, there was some permanent local vaso-motor paralysis of 
the blood-vessels. Therefore, if the tumor was removed with its 
hyperplasia and diseased nerves the condition should be cured. 

Dr. QUINLAN asked if the edematous tissue was removed with the 
cold snare or the hot loop. 

Dr. ABRAHAM replied that the first operation was performed with 
a cold wire snare, under cocaine anesthesia. Hemorrhage occurred 
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three hours later. The second operation was performed upon the 
right inferior turbinate under cocaine anesthesia and 1 to 4000 adre- 
nalin solution and packed with gutta percha tissue and iodoform 
gauze. Hemorrhage occurred again foyr hours later through the 
lachrymal duct and the anterior and post-nasal spaces. This hemor- 
rhage was excessive and the patient bled on and off for one day. 
1 to 1000 solution of adrenalin was tried. He said that a history 
of jaundice was given, occurring ten years prior to operation, and 
wondered if the vascular enlargement might not be traced to some 
hepatic trouble. A complete report of this case will follow shortly. 


Dr. QUINLAN said that many years ago he had had a similar case, 
although the edematous condition was not so well marked as in the 
one presented. He attempted to remove portions of it by means of 
the galvano-cautery. After the second attempt the patient developed 
a basilar meningitis and died. This he believed was the only case 
reported in this country of its kind. Therefore, he thought there 
was a large element of risk in operating in the region of the middle 
turbinate with the galvano-cautery. Dr. Lenox Browne had re- 
ported epileptic seizures following the same procedure. Ziem a case 
of blindness. 


Scissors for the Removal of Partially Detached Adenoid Tissue. 


Dr. A. P. VoisLawsky presented this instrument to the Section. 

Dr. VoisLAwsky’s Scissors for the removal of partially detached 
adenoid tissue is a useful contrivance in cases where the operation 
is performed without anesthesia. The scissors is about 6 in. long. 
The handles being bent at an angle of 130 degrees, thus preventing 
the hand from obscuring the operator’s view. The blades, which 
are one-half inch in length, are bent at a right angle to the shank. 
There is an open space between the lock and the blades, thus prevent- 
ing the danger of pinching the uvula. By the use of this scissors the 
possibility of tearing off pieces of the pharyngeal mucous membrane 
is obviated. 


Lantern Slides. 


Dr. JONATHAN WriGu? gave a lantern slide exhibition with a talk 
showing the following :— 

1. A Demonstration of the Ultimate Fate of Paraffin in the 
Tissues. ; 

2. Pedunculated Vascular Tumor of the Septum Containing 
Bone. 
3. A Case of Fibroma of the Tongue. 
4. A Case of Mixed Tumor of the Naso-pharynx. 
5. Actinomycosis of the Tonsil. 


6. Auto-clasis of the Tonsil. 
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An Easy Method of Entering the Sphenoidal Sinus. 


Dr. C. G. COAKLEY read this paper. 

This paper appears in full in the April, 1904, issue of the Laryngo- 
scope, p. 271. 

Dr. BEAMAN DovuGLass presented a specimen which was of interest 
in connection with the paper because, at first, he thought there were 
no sphenoid cavities. Instead of sphenoidal cavities there were sim- 
ply slits. Before he had cooked the specimen and removed the soft 
tissues the mucous membrane of one side of the slit-like sphenoid 
was in approximation with that of the opposite side. This was a 
rare anatomical abnormality, but such a sphenoid which was a mere 
crack or slit instead of a cavity could not be irrigated. 


Dr. WALTER CHAPPELL said that 10 years ago Dr. Gleitsmann had 
presented certain instruments, probes and applicators, before the 
Section for use in the sphenoidal sinus. Dr. Chappell then took the 
matter up and had metallic probes made with the intent of entering 
the sphenoidal sinus. His skill had not been so great as Dr. Coak- 
ley’s but where the nasal passages were large he was enabled to get 
in. He felt that in the ordinary sized nasal chambers it was a very 
difficult matter to enter. 


Dr. H. HoLsrook Curtis said that the method of probing the 
sphenoidal sinus as described by Sieur and Jacob, by using a probe 
bent to resemble the curve of an Eustachian catheter but slightly 
more obtuse, had been described as an easy method. The technique 
was as follows: The point of the probe was passed to the roof of 
the nasal cavity and carried backwards, the convexity of the probe 
hugging the cribriform plate. At 7 to 8 millimeters the probe en- 
tered the ostium of the sinus. Dr. Curtis had experienced much 
more difficulty in using this method than the one described by Dr. 
Coakley. He had probed the sphenoid in the latter way for fourteen 
years, and had exhibited a case before the section in 1889 in which 
he had trephined the sinus two years previously. On the same even- 
ing he had shown some probes and canulas for syringing the sinus 
through the natural orifice. He thought that wrapping the probe 
with cotton was an improvement. 

He referred to an easy practical method of diagnosis. After thor- 
oughly cleaning the nose and being absolutely sure that the svringe 
had been directed into the sphenoidal recesses, have the patient kneel, 
bending the head well down, and, pressing together the nasal openings 
with the fingers, cause the patient to make violent efforts at suction. 
In case of sinus empyema pus would be seen along side of the per- 
pendicular plate. Pus from the ethmoidal cells would be moderate in 
amount and more lateral in situation. 


Dr. Ropert C. Mytrs described a method he used with a soft 
silver probe which was easily bent and made to follow the septum 
close to the cribiform plate until it touched the posterior wall when 
search was made for the natural opening, which was usually found. 
Purulent discharge in the superior meatus he said was very strong 
evidence of disease in either the posterior ethmoidal or sphenoidal 
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sinus, or both, and he thought it a good plan to remove part of the 
posterior end of the middle turbinal as a first step. He said he would 
not rely upon the microscopical examination of pus on a slide alone 
as a diagnostic aid for determining the necessity of operative inter- 
ference. It was necessary to see the area from which the pus came. 

Dr. C. G, CoaKLey said he had not attempted to explore the 
sphenoidal sinus of every patient coming to his office because of lack 
of time. He had occasionally found these sinuses very rudimentary 
on cadavers and attempts to enter such during life would be attended 
with great difficulty. Occasionally he failed to enter at all. A few 
years ago he had many failures but now he had a very few because 
of his improved technique ; he probably did not fail once in fifty times. 
The distance from the lower part of the anterior nares varies from 
6 to9cm. The cotton used of course was soiled. Rubber gloves he 
had not found convenient to use. Cotton was wound around the 
probes and then sterilized and were then ready for use. In cases in 
which he found pus in the naso-pharynx he always swabbed around 
until he got the parts clean, whipping and washing until he got away 
all the secretions from the upper part of the nose. When he found 
pus, in the sphenoid, with headaches, etc., those were the cases upon 
which he would operate. 

Executive Session. 


A Contribution to the Pathology of «‘Bone Cysts’’ in the Acces- 
sory Sinuses of the Nose.—A. Locan Turner (Edinburgh). 
—Edin. Med. Journ., Oct., Nov., Dec., 1903 and Jan. 1904. 





The writer discusses at considerable length the subject of disten- 
sion of the different accessory cavities of the nose from the accumu- 
lation of mucus, the so-called mucocele. The article is illustrated by 
a number of clinical cases. Commencing with the enlargement of 
the middle turbinated air cell, he describes a case of great rarity in 
which the nasal wall of the maxillary sinus upon the same side of the 
nose was apparently absorbed by the pressure of the distended middle 
turbinated bone so that the turbinated mucocele occupied the cavity 
of the antrum. Distension of the ethmoidal cells contained in the 
lateral mass of the ethmoid bone and the so-called frontal mucoceles 
are described and illustrated and the orbital complications are dis- 
cussed. With regard to distension of the antrum of Highmore and 
the expansion of the tables of the superior maxilla, an attempt is 
made to show that probably all the cases of this kind are of dental 
origin. A. Logan TURNER. 




































































THE LARYNGOLOGICAL SOCIETY OF LONDON. 
Eighty-Fifth Ordinary Meeting, December 4th, 1903. 
J. Cuarters Symonps, F.R.C.S., Vice-President, in the Chair. 

(Concluded from page 248. ) 


Specimen and Temperature Chart From a Case of Epithelioma 
of the Pharynx under Treatment with Otto Schmidt’s Cul- 
ture. 


Shown by Dr. DoNELAN. The specimen consisted of two sections 
taken from the floor of an ulcer situated on the right faucial pillars 
and right side of velum palati and uvula. It was an ordinary squam- 
ous epithelioma. The exhibitor did not enter into the history of the 
patient, as he hoped to show him at a later meeting, except to say 
that he had had syphilis twelve years ago. When first seen he had 
this ulcer and a large tumor about the size of an orange beneath 
the jaw and extending backwards into the parotid region. Energetic 
antisyphilitic treatment was tried for a week, the effect being to 
improve and almost heal the ulcer, and to diminish considerably the 
size of the tumor, probably by absorption of imflammatory products. 
A mass of stony hardness was now leit. The present specimen was 
prepared by Mr. Aslett Baldwin, and the patient was also seen in 
consultation by Mr. George Cheatle and Sir Felix Semon, who all 
regarded the case as hopeless, and advised against an operation ex- 
cept as a desperate attempt to prolong life for a while. The patient, 
having heard of Dr. Otto Schmidt’s cancer culture, was desirous of 
trying it, and Drs. Schmidt and Jossé Johnson were communicated 
with. .On the clear understanding on the part of the patient that 
this treatment was still in the experimental stage, it was commenced 
on November 13th, being the first case treated in England. A 1 per 
cent. solution of the culture was used, and this 0.2 milligramme was 
at first tried, the reason for so small a dose being that the amount 
of fresh formed secondary deposit in the body was. unknown, and 
one had to guard against a violent reaction, perhaps in the neighbor- 
hood of vital structures. No reaction followed until the fifth day, 
when 3 mgms. were given, and a marked local but no febrile 
reaction took place in about sixteen hours after the injection. The 
growth swelled up to the size it had attained before the iodide 
was administered, but became much softer. The patient, who had 
been completely free from pain during the whole course of his 
disease, now complained of pain in the growth itself, radiat- 
ing from it up to the head, into .the ear, and along the 
cotresponding swelling of the right faucial pillar and right side of 
velum and uvula. The treatment was suspended for four days, and 
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resumed on the 22d of November, beginning with 1 mgm., the dose 
being gradually increased to 4 mgms. on the 25th, when he was seen 
in consultation by Dr. Otto Schmidt, who considered the case a very 
favorable one for the exhibition of the culture, the cancerous deposit 
being so recent. He ordered a second dose of 7.5 mgms. within 
fourteen hours of the preceding, when a very marked local reaction 
occurred. The dose was now steadily increased to 3 centigrammes, 
when there was, for the first time, a slight rise in temperature 
(99.6° F.). 

The reactions in this case occurred at first in from fourteen to 
sixteen hours, but took longer in appearing the more the culture was 
pushed. It was claimed that this was due to the increased formation 
of antibodies and commencing establishment of immunity. It was, 
of course, impossible to say yet whether this treatment had any cura- 
tive properties, but that it had a marked selective action on cancerous 
material must, he thought, be admitted. In this case a supra-clay- 
icular gland, which could not be felt before the injections were given, 
swelled up and became painful, showing that it was the site of metas- 
tasis. It was the only gland so affected, and after about a week of 
the treatment it gradually subsided. The action of the culture was 
most marked on the outer limits of the cancerous tissue, where the 
newest cancerous cells might be expected; it did not appear to have 
much effect in the older portion, with which the natural antibodies 
had been dealing longer. From this it might be inferred that the 
serum would be of most use where the disease was of recent date, 
and where the constitutional power of producing antibodies had not 
been exhausted by prolonged cachexia. The condition of this patient, 
it must be admitted, was greatly improved both generally and locally. 
Renewed hope, of course, counted for much of the former, but it 
could not be denied that there was a distinct diminution in the size 
of the tumor. It was not expected that the tumor would entirely 
disappear, only that it would be rendered an inert mass of fibrous 
tissue. 

The exhibitor handed in the specimen for the Morbid Growths 
Committee, and undertook to present a further report of this case. 


Macroscopic Specimen of Epithelioma of Nasal Septum Removed 
From a Man Aged Fifty-four. Patient Present. 


Shown by Mr. Hunter Top. This patient was first seen by Mr. 
Tod on May 15th. There was a three months’ history of nasal ob- 
struction on the left side, accompanied by intermittent lancinating 
pain in the upper incisor teeth. 

The obstruction was due to a firm but indefinite swelling on the 
left side of the septum, which prevented a view of the interior of the 
nasal cavity. The post-nasal space was normal. There were no 
enlarged glands. There was no history of syphilis. To exclude a 
gummatous infiltration of the septum, potassium iodide was admin- 
istered in large doses for a week. This caused sufficient diminution 
of the swelling to permit a large ulcer, with raised everted edges, 
occupying the anterior and middle portions of the septum, to be 
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defined. The septum alone appeared to be involved. A piece of the 
edge of the ulcer was removed, and examined microscopically. It 
was an epithelioma. The growth was removed by operation in the 
following week. An incision was carried through the soft tissues, 
beginning at inner third of the lower eyelid, proceeding towards the 
nose, and thence to the anterior extremity of the left nostril. The 
soft parts were reflected. The growth was much larger than anterior 
microscopy seemed to show. Part of the nasal bone and nasal portion 
of the superior maxilla had to be removed to fully expose the pos- 
terior limit of the growth. The septum was removed in toto, with 
the exception of its superior and posterior margin. The outer wall 
of the nasal fossa appeared normal. The floor also appeared normal, 
but as a precautionary measure all the mucous membrane of the floor 
was thoroughly curetted away, leaving the bone quite bare. A five 
per cent solution of supra-renal extract prevented all bleeding during 
the operation. The nose was packed and the skin wound sutured. 
The patient left the hospital within ten days. Two months ago 
(three and a half months after the operation) a swelling appeared on 
the left side of the nose externally, in the line of the operation wound. 
Within a week this swelling had extended into the interior of the 
nose, involving the outer wall above the inferior turbinate bone. 

Mr. Tod asked if this was a recurrence of the epitheliomatous 
growth, or merely inflammatory. He presumed it probably was a 
recurrence, but was puzzled by its situation, owing to the original 
growth having apparently been limited to the septum. Also the ex- 
isting swelling had appeared very suddenly, increased rapidly, and 
several times had diminished appreciably in size, only to increase 
again. 

The CHAIRMAN said this was a condition demanding a very com- 
plete operation, if anything was to be done at all. The opinion of 
the Society seemed to be in favor of recurrence. He called attention 
to the fact that the swelling was still limited to the nasal cavity. 

Mr. DE SANTI said this was undoubtedly a recurrence, and not an 
inflammatory process, and that the disease now involved the superior 
maxillary bone on that side. If anything were to be done, nothing 
short of a very extensive surgical procedure, such as removal of the 
upper jaw, would be of any avail. 

Mr. Top, in reply, said he accepted the general opinion expressed 
that there was a recurrence. He mentioned that he had incised the 
existing swelling from within the nose, and it was evidently solid. 

[Since the meeting, sections taken from portions of the growth 
proved it definitely to be epitheliomatous. | 


Lupus of Inferior Turbinates and Cartilaginous Septum of Nose 
in Woman Aged Twenty-six Years. 


Shown by Mr. Hunter Top. Mr Tod said he brought this case 
forward for two reasons. Firstiy, because the case had been treated 
for over a year as being syphilitic ; and secondly, owing to the disease 
being entirely limited to the nasal cavity, which was comparatively 
uncommen, 
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Dr. DoNELAN said the important question was whether the woman 
should not be submitted to operation, for a tuberculous septum cer- 
tainly did remarkably well if widely removed. Had the “light” treat- 
ment been tried? 

In reply to Dr. Hill, Mr. Tod said that he had only seen the patient 
once, but he knew that potassium iodide had been given at different 
periods for a year. Also the nose had been cauterized frequently, 
He agreed with Dr. Hill that cauterizing or the application of lactic 
acid was comparatively useless. He had had a fair number of such 
cases transferred to him from the Lupus Department of the London 
Hospital. If the middle turbinates were affected he removed (under 
a general anesthetic) as much as was necessary by the scissors and 
snare, and curetted freely, by means of Meyer’s ring-knife, the 
septum and inferior turbinates. The patient was then given an alka- 
line lotion, and told to wash out the nose daily for a month. What 
little more there was left to do could now be curetted away under 
cocaine. Several cases where the disease was limited were apparently 
cured after the second operation. In others one had to repeat the 
curetting two or three times. 

In reply to Dr. Donelan, Mr. Tod said that the -“‘light treatment” 
had benefitted those cases where the disease was limited to the tip of 
the nose and entrance of the vestibule, but did not affect the deeper 
parts owing to its lack of penetration. 


A Case for Diagnosis—Man Aged Sixty-nine. 


Shown by Mr. CressweEct BaBer. The patient, aged 69, formerly 
a captain in the merchant service, was first seen on September 7, 1903. 

History.—Roughness inside the cheeks for three or four months. 
About August 8th last he first noticed extensive white spots in the 
mouth and throat. He had had no illness; always enjoyed good 
health, excepting a bad attack of congestion of the liver on a passage 
to the West Indies forty years before. He had smoked about five 
pipes daily—not had syphilis. For the last twenty years he had spent 
a great deal of time gardening in a vinery, and this year he had used 
for the first time Butcher’s manure. 

The throat trouble began at the commencement of June with slight 
pain in swallowing and hoarseness. Present state-—Numerous white 
patches of varying size and shape on the sides of tongue, inside of 
cheeks, gums, soft palate, and apparently a similar condition in the. 
larynx. These membranes were easily detached, and left a red 
abraded bleeding surface underneath. The epiglottis appeared thick- 
ened, and had white patches on it, and the cords were red and 
abraded. There was some dysphagia but no dyspepsia. The glands 
were slightly enlarged on both sides. Examination showed his chest 
to be normal, liver somewhat enlarged; urine, no sugar or albumen. 
Numerous specimens of the membrane and also scrapings of the un- 
derlying tissues had been examined microscopically. The membrane 
consisted of epithelial cells, granulation tissue, and fibrinous exuida- 
tion. Sometimes micrococci and bacilli were present. No diphtheria 
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or tubercle bacilli. In one or two specimens some streptothrix and 
torule have been found, but in almost all the specimens no fungi were 
to be detected. 

The patient had been treated internally with arsenic, iodide of 
potassium, chlorate of potash, and locally with antiseptics, boracic 
acid, permanganate of potash, carbolic acid, menthol, salicylic acid, 
ete. 

The patient’s condition had on the whole improved, especially so 
during the last month. There was now comparatively little of the 
patches left on the tongue, inside of the mouth, and soft palate. The 
epiglottis had also improved. There was interarytenoid thickening, 
but no want of movement of cords. 

Sir Ferix SEMON tiought this a case of pemphigus of the mucous 
membrane. He had seen several of these cases. They were very 
rare, but the appearance in this case was so characteristic that it was 
hardly possible to mistake it for anything else. The diagnostic dif- 
ficulty was due to the short vitality of these bulla, which lasted only a 
few hours, and not even a day. There was one here just rising on the 
back of the epiglottis on the right side. The only thing that could 
make one doubtful was the appearance of the inside of the mouth, 
but one ought to remember that cicatrization was not uncommon in 
cases of pemphigus of the mucous membrane. This was partiuclarly 
characteristic when the affection began on the conjunctiva, causing 
the condition known to ophthalmologists as “essential shrinknig of 
the conjunctiva.” In these cases so much cicatrization took place that 
the patient might become totally blind. Again, pemphigus of the 
mucous membrane of the nose might lead to adhesion between the op- 
posite sides, and total obstruction of that organ. The fact that in 
this case there was no external manifestation of pemphigus was not 
in the least proof against the diagnosis. This was the fourth case he 
had seen. In the first two the affection was entirely limited to the 
mucous membranes, and only in the third, sent to him by Sir Her- 
mann Weber, which showed a condition internally exactly like Mr. 
Baber’s case, there was in addition pemphigus on the external integu- 
ment. There was, so far as he knew, no actual cure for the disease, 
but he recommended the use of Liquor Opii Sedativus in increasing 
doses, which in his third case had improved the condition for a time 
very materially. 

In reply to a question by Dr. Hall he said he had tried arsenic in 
two of these cases of pemphigus, but he was sorry to say the results 
had been negative. 

Dr. DE Haviranp Hatt wondered whether arsenic would answer. 
It might be worth trying five minims of Liquor Arsenicalis ter die for 
two or three weeks. At any rate it could do no harm, and it might 
possibly be the means of clearing up the case. In the case of children 
this drug was invaluable ; in cases of pemphigus of the skin improve- 
ment followed the administration of arsetic. 

THE CHAIRMAN said it was a question whether they were using the 
correct term in applying the word pemphigus to this condition, but in 
its patchy distribution it seemed to resemble pemphigus more than 
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anything else. He remembered showing two cases to the Clinical 
Society very much like this one. One, under the care of Mr. Higgins, 
had the conjunctival form to which Sir Felix Semon had referred, 
On examining the throat he found a patch on the epiglottis and on the 
pharynx. The other, his own case, was a man of fifty ; there were.no 
bullz, but curious white patches. At that time several cases were 
shown. It was a most difficult thing to cure, and like pemphigus, it 
“came and went.” 


Mr. BaBer said that he had watched the case for several months, 
and on the whole the patient was rather better than otherwise. As 
regards treatment, the patient had had arsenic in two separate courses, 
at one time as much as 714 minims of Liquor Arsenici fer die, but it 
did not do any good. He would try Sir Felix Semon’s treatment. 
Whether or not this ought to be called a case of pemphigus he was 
not sure, but he thought it was, although there was no affection of 
the skin. 


Case of Subhyoid Pharyngotomy for Malignant Disease of 
Epiglottis and Base of the Tongue. 


Shown by Dr. Lampert Lack. The patient was a man aged about 
60, who was first seen in June of this year. He complained of pain 
and the feeling of a lump in the throat, with some dysphagia. On 
examination an irregular ulcerating growth was seen involving the 
epiglottis, the glosso-epiglottidean fossa, and spreading slightly on 
to the base of the tongue. There were enlarged glands in the ante- 
rior triangles of both sides of the neck, those on the right side being 
small and freely movable, whilst those on the left side formed a mass 
as large as a bantam’s egg, and were somewhat fixed. The man ap- 
peared in good health, and there were no other signs of organic dis- 
ease. He was probably alcoholic, being a publican. The operation 
consisted in making an incision along the anterior border of the 
sterno-mastoid on both sides of the neck, and in thoroughly clearing 
out all glands, fat, and fascia from the anterior triangles on both 
sides. ‘ These incisions were then connected by a cut across the mid- 
dle line just below the hyoid bone. The thyro-hyoid membrane was 
divided immediately above the thyroid cartilage, and the epiglottis 
cut through near its base. This opening was enlarged first on the 
right side and then on the left, keeping well below the clear of the 
growth; then the pharynx being well open, the growth was seized 
and drawn out through the incision, and clipped off the tongue with 
knife and scissors. Thick catgut sutures were inserted into the base 
of the tongue and hyoid bone to bring them down to the thyroid carti- 
lage, and to close the opening into the pharynx. The external wound 
was closed with interrupted sutures, and a drainage-tube placed in 
the outer angle on each side. The patient made a good recovery. 
For the first fortnight it was necessary to feed him with a stomach- 
tube. He was unable to swallow, as all attempts to drink brought on 
a violent cough. It is probable that very little fluid entered the air- 
passages, as the power of effective cough remained; thus there was 
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no danger of suction pneumonia. He regained the power of taking 
solids before that of drinking. It was now six months since the 
operation, and there was so far no sign of recurrence. 


Man at Forty-eight with Growth ( ? Tuberculoma) on Left 
Cord; was Injected with Tuberculin Eleven Years Ago, 
and Has Remained Well Since. 


Shown by Dr. St. CrarkR THompson. When Koch’s tuberculin 
first came out in 1893 this man was treated with it by Dr. Heron in 
the Victoria Park Chest Hospital. The result was so satisfactory 
that since that date he had carried on the unhygienic occupation of 
a baker, and at present the chest showed no physical signs beyond 
a little dullness over the front of one apex, and his sputum was free 
from tubercle bacilli. For a year he had been getting hoarse, and the 
anterior third of the left cord showed a sessile growth with a flattened 
irregular surface. It was difficult to say if this were ulcerated or only 
covered with shed epithelium. The cord moved freely, and did not 
appear to be infiltrated. Opinions were invited as to diagnosis and 
treatment. 

Dr. BEALE was particularly interested in this case, as it was one of 
the first to be injected with tuberculin by his colleague, Dr. Heron— 
the case was not under his care. There was a remarkable reaction, 
and the patient was exceedingly ill for a long time, and there was a 
good deal of tuberculosis in his system at that time. But now he was 
steadily able to pursue his work, and had been doing so since his 
recovery; but there was still this condition of the larynx, which he 
thought a very chronic tubercular process of the left vocal cord on 
account of its obvious superficial position. It did not interfere with 
movement. There were no enlarged glands, and the surface was 
covered over with dry crusts in very much the same way as was the 
back of the pharynx. If it was possible to clean the surface he ad- 
vised this to be done, and then a good examination might be made, 
when it might possibly be found that beneath the crusts was a condi- 
tion similar to that seen in the case shown by Sir Felix Semon 
that day. 


Case of Severe Paroxysm of Sneezing 


Shown by Dr. H. J. Davis. The patient was a woman et. 52, very 
anemic, who came to the hospital complaining of paroxysms of sneez- 
ing of violent character. Directly she arose “she would sneeze forty 
or fifty times, and the water would spurt from her nose.” Handker- 
chiefs being mere bagatelles to her,she had recourse“to large aprons,” 
and she would saturate five or six of these in a morning. There was 
nothing visible in either nostril beyond slight turgescence, as in acute 
coryza, and she was given iron and an alkaline lotion. The following 
week she was nearly well, and she stated:that on the second day of 
treatment she syringed “‘a small ladybird” out of the right nostril. 
This she thought crawled up her nose when she was in the country; 
“it was a little larger than a pin’s head, with a lot of legs on it.” 

The woman was now practically well (locally). 
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Mr. BaBER suggested the possibility of the insect having first been 
in the water that was used for syringing. 

Dr. H. J. Davis was unable to confirm the patient’s statements, but 
she said she put the insect in a little bottle, which her daughter had 
thrown away by mistake. It had, she said, a red back with black 
spots, with small claws and legs. The patient seemed to be much 
better since its supposed expulsion, and was keeping well. 


Case of Paralysis of Soft Palate and Defective Speech. (? Origin 
Diphtheritic. ). 


Shown by Dr. Catucart. The patient was a boy et. 11. He was 
unable to continue attendance at school owing to his defective speech. 
He could pronounce no consonants except m, n, and b; for the others 
he substituted the sound “uh;” for instance, instead of so-and-so he 
said “uho uho and come uh.” He had diphtheria when sixteen 
months old, and the paralysis of the palate, which is almost complete, 
probably dated from that time. Fluids used to regurgitate through 
the nose, but for some years this had not been the case. 

In spite of the fact that there was a large mass of adenoid growths 
in the naso-pharynx the respiration was always nasal and never 
buccal, and there were no signs of deafness. 

Dr. Brown KE ty did not think this a case of paresis, but one of 
insufficiency of the palate. He thought it especially interesting as 
probably being the first case of its kind reported in this country. He 
had met with a very marked case of insufficiency of the palate several 
years ago, and since then had had four others. In the majority of 
these cases the uvula was bifid, and there was notching of the hard 
palate, 7. e., a triangular gap in the posterior edge. In this case, how- 
ever, there was no notch, and in at least one of his five cases it was 
also absent. The insufficiency which was supposed to be caused by 
the drawing forward of the soft palate, in consequence of the presence 
of the notch, was therefore not always due to this cause. In these 
cases the finger, on examination of the naso-pharynx, was not 
“eripped” as under normal circumstances ; the speech was affected to 
a varying degree, and there was no trouble with deglutition. 

Mr. Waccetr asked if, in dealing with these cases of palatine in- 
sufficiency, which were not so very rare, any members had used par- 
affin injections in order to create a pad upon the superior aspect of the 
velum, with the view of improving the efficiency of the organ as an 
operculum. 

Dr. Scangs Spicer remarked that paraffin had been used to com- 
plete the cleft palate operation, and was so described in the original 
paraffin communication of Gersung. 

Sir Fertx Semon said he had heard of paraffin having been in- 
jected into the soft palate, but he thought that it was extremely diff- 
cult to determine the correct quantity of the mass to be injected, and 
was afraid that if, unfortunately, too much were injected, the remedy 
might turn out worse than the disease. 































































THE LARYNGOLOGICAL SOCIETY OF LONDON. 


Annual General Meeting, January 15, 1904. 
P. McBring, M.D., F.R.C.P.Ed., President, in the Chair. 


The minutes of the last Annual General Meeting were read and 
confirmed. 


The following officers were appointed for the year: 


President, P. McBride, M.D.; Vice-Presidents, A. Bowlby, 
FRCS., Percy Kidd, M.D., F.R.C.P., Charters J. Symonds, M.S,, 
F.R.C.S., Wm. Milligan, M.D.; Hon. Treasurer, W. R. H. Stewart, 
F.R.C.S.Ed.; Hon. Librarian, StClair Thomson, M.D.;Hon. Secre- 
taries, E. Furniss Potter, M.D., M.R.C.P., P. de Santi, M.B., 
F.R.C.S.; Council, Wm. Permewan, M.D., F.R.C.S., R. Lake, 
F.R.C.S., L. A. Lawrence, F.R.C.S., L. H. Pegler, M,D,, J, Walker 
Downie, M.B., James Donelan, M.B. ffl 

The reports of the Council, Treasurer, Librarian, and Curator of 
the Morbid Growths Collection were then read and unanimously 
adopted. 


Eighty-Sixth Ordinary Meeting, January 15, 1904. 
P. McBripz, F.R.C.P.Ed., President, in the Chair. 
The following cases and specimens were shown: 


A Case of Deformity of the Fauces in a Woman et. 38. 


Shown by Dr. W. H. Kerson. The patient came complaining of 
a suppurating middle ear. On examining the throat it was found 
that the posterior pillars of the fauces appeared to be represented by 
two bands which, instead of passing down to the root of the tongue 
on either side, pass backwards to the middle line of the pharynx, 
forming a sharp curved margin. She only complained of slight 
dryness in the throat. 


Patient with (Edema and Infiltration of Uvula, Left Half of 
Soft Palate, and Left Lateral Wall of Pharynx; Infiltra- 
tion of Epiglottis and Both Artenoid Regions. 

Shown by Dr. Locan Turner. Patient, a male ext. 44, unmar- 
ried, is a well-developed, healthy individual. He denies ever having 
had syphilis ; has no cough or expectoration ; lungs apparently healthy 
and urine normal. 

_ During the last two or three days of June the patient had suffered 

irom a “sore throat.” On July 1, 1903, he caHed in his physician, 

Dr. Brown Darling, who found cedema of the uvula and left side of 
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soft palate, but no evidence of false membrane; some elevation of 
temperature, patient felt ill, but neither voice nor respiration were 
interfered with. On the following day he experienced difficulty in 
breathing, and at 5 a. m. on July 3 the difficulty became intensified, 
and Dr. Darling was again sent for. Steam inhalations ordered, and 
preparations made for tracheotomy. At 9 a. m. I was telephoned 
for, but just before my arrival Dr. Darling found it necessary to open 
the trachea. No membrane was seen, nor was any coughed up. 

Two days later there was still oedema of the uvula and soft palate; 
epiglottis swollen, rigid, reddened, and curved backwards upon 
itself ; arytenoid regions swollen but no membrane was visible. The 
diagnosis made at this time was that of acute septic infection of the 
pharynx and larynx. The tracheotomy tube was removed on the 
tenth day, respiration then being comfortable. 

During August and part of September he was only conscious of 
slight inspiratory difficulty during exercise. His voice was never 
affected. On October 9 I examined him, and found a pale cedema- 
tous-like infiltration of uvula and left side of soft palate; epiglottis 
swollen and curved backwards; both arytenoid regions were swollen 
and of a pale color; no evidence of any laryngeal ulceration. The 
voice was normal, there was no pain on swallowing, and occasionally 
only some slight respiratory embarrassment. No enlarged cervical 
glands. 

Dr. McBride in consultation recommended anti-syphilitic treat- 
ment. Potassium iodide was administered internally, and mercury 
by inunction. Treatment continued two months, and the local con- 
dition was much the same as at the previous examination, but the 
left lateral wall of the pharynx had become swollen; patient felt 
better—was able to work; sometimes he experienced difficulty in 
swallowing. Microscopic sections of the infiltrated tissue removed 
showed no evidence of tuberculous or malignant disease. The 
blood-vessels, arterial and venous, were much engorged. 

Malignant disease may be excluded on the ground that such 
marked local infiltration of a malignant nature could not be present 
without ulceration, dysphagia, enlargement of glands, and general 
cachexia. Tubercle, may also be excluded on account of the ab- 
sence of evidence of tuberculous disease elsewhere, patient is free 
from cough and expectoration, and enjoys otherwise excellent 
health. The condition has not proved amenable to potassium iodide 
and mercury. 


Dr. DunpAs GRAN’ had under his care a case resembling this, but 
very chronic in its course. In his opinion it was a kind of lymphade- 
noma, due in reality to small-cell infiltration. In one case which he 
had shown, great improvement was taking place under mecurial in- 
unctions, and was probably tertiary syphilis. Other cases reported 
turned out to be tuberculous. 

In reply, Dr. Logan Turner said he would certainly keep the 
patient under observation. As regards the question of tuberculosis, 
the pale cedematous inflammation of the arytenoids was certainly 
suggestive. 
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A Case of Epithelioma in the Cricoid Plate Region in a 
Woman et. 30. 


Shown by Dr. Ketson. Patient complained of difficulty in swal- 
lowing of six months’ duration. On examination there is seen to be 
at the back of the arytenoids an indurated whitish-looking mass; 
microscopical examination, pointed clearly to epithelioma. Advice 
as to treatment requested. 


Malignant Disease of the Nose in a Man et. 7o. 


Shown by Mr. Atwoop THornr. The man was first seer at the 
London Throat Hospital January 1. He complained of blocking of 
the right nostril. He found the nostril blocked by a soft granular 
mass arising from the outer and inner walls of the vestibule; micro- 
scopic examination proved it to be epithelioma. When seen three 
days later, he could breathe through his nose, and a further portion 
was removed. The man can now breathe freely through the nostril, 
but the vestibule still contains much soft granular material ; mucous 
membrane on right side has become everted, the whole nose is in- 
creased in size, and malignant disease is undoubtedly present. What 
treatment is to be adopted ? 


Syphilitic Necrosis of Sphenoid. 


Shown by Mr. H. Beruam Rosinson. L. R., zt. 26, contracted 
syphilis in India six years ago. Three years ago he received a blow 
onthe head. In November, 1902, noticed swelling in right temporal 
region accompanied by pain in the head, and in February was dis- 
charged from the service. There was a purulent nasal discharge, 
neuralgic pain over right side of, face. Examination showed pus far 
back in the right nasal cavity, especially on mesial aspect of middle 
turbinate; with the rhinoscope granulations and polypi covered with 
pus could be seen on the roof and right wall of the naso-pharynx, 
extending into and partially blocking the right posterior choana. 
The root of the internal pterygoid plate was necrosed, but bone was 
firmly fixed. Transillumination showed no pus in maxillary or 
frontal sinuses. Iodide of potassium reduced swelling and pain con- 
siderably. Gradual separation is taking place of a necrosed portion 
of the sphenoid ; no forcible measures have been attempted to remove 
it. The separating fragment in the midst of granulations can now 
be distinctly seen with the rhinoscope. 


Left Abductor Parlysis. 


Shown by Mr. H. Bernam Ropinson. Female, et. 31, mar- 
ried, with indefinite history of syphilis. Left cord in mid-line with 
good tension ; no local explanation why ; nothing to be detected in the 
chest; no evidence of involvement of other nerves, and no sensory 
defects. . 
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A Case of Crumpled Septum in which, the Hard Structures 
Having Been Freely Exercised Nearly Four Years Ago, 
the Intact Muco-perichondrium Remains Unstiffened. 


Shown by Dr. Precier. The patient, a gentleman et. 61, sought 
relief on account of deafness and right-sided nasal obstruction in 
December, 1899. 

The right nasal chamber was stenosed by a deflection of the sep- 
tum to that side, which prevented the patient from clearing his nose 
on the right side as well as impeding respiration. 

In May, 1900, under cocaine anesthesia, the deflected area was 
removed in two large and one smaller fragments. About a quarter 
of an inch of the vestibular septal cartilage was left standing, and 
still remains. The clearance thus made brought a large polypus into 
view, depending from the border of the right middle turbinal; three 
were eventually removed, and have not recurred. An india-rubber 
splint was worn on the right side for some time, which kept the 
proximal and distinct extremities of the remains of the cartilage in 
line and prevented adhesions. 

Examination of the patient to-day shows the muco-perichondrium 
of the left side imperforate, quite mobile and limp when palpated 
with a probe. Breathing on right side is perfect. The hearing, 
which was most affected on the stenosed side, has greatly improved 
for conversation. 


Man with Laryngeal Vertigo. 


Shown by Mr. DE Santi. This patient, a man zt. 55, was shown 
at the Laryngological Society, March, 1899, as a case of laryngeal 
vertigo, by Mr. Atwood Thorne. He then complained of severe 
attacks of coughing, followed by giddiness and lurching towards his 
right front. He had had these attacks of coughing for two years, 
but condition had been gradually getting worse. He was slightly 
deaf, had polypoid hypertrophy of both middle turbinals, some lym- 
phoid hypertrophy at the base of the tongue, and some swelling in 
the interarytenoid space. 

The mobility of his cord was impaired, the right not moving well 
in abduction. On several occasions the breathing was so bad that 
Mr. Hill, who then had him in charge, was on the point of doing 
tracheotomy, but these severe suffocative attacks have always passed 
off safely. 

The PresipEnt said the man had the attacks chiefly after cough- 
ing; this fact confirmed the view he took years ago that it was really 
backward pressure on the thoracic organs which caused the attacks. 


Man with Tertiary Syphilis of the Larynx Causing Stenosis; 
Thyrotomy Four Years Ago. 
Shown by Mr. bE Santi. Patient was brought before the Society 


four years ago as a case of tertiary syphilis of the larynx causing so 
much stenosis as to necessitate thyrotomy. 

















SOCIETY PROCEEDINGS. 301 


Thyrotomy and removal of the diseased tissue was performed and 
he has had not the slightest trouble with his breathing and has been 
able to perform his work.. 

It is true he has within the last four weeks had a renewal, though 
slight, of his breathing difficulties, but for over two and a half years 
he failed to carry out the instructions given him, namely, to take a 
course of iodide of potassium for at least six weeks once a year. 

He has now been given 20-grain doses of iodide, and after ten 
days’ treatment has begun to improve. 


Complete Paralysis of Left Vocal Cord in a Woman et. 36. 


Shown by Dr. SrCLain THompson. The patient’s voice became 
weak quite suddenly about two years ago. The left vocal cord was 
immobile in the cadaveric position. The right cord crossed the mid- 
dle line in its effort to make complete apposition, but the voice was 
feeble and toneless, as the inner border of the paralyzed cord was 
excavated and without tension. The case showed in a marked way 
how the ary-epiglottic fold flapped over the glottis in respiration, 
and was pushed backwards on phonation by the opposite active cord. 
The patient complained of.nothing beyond voice fatigue after talk- 
ing. There were no symptoms in the eyes, neck, thorax, or reflexes 
to explain the condition. No history of syphilis. Suggestions were 
invited as to the nature of the lesion. 


Dr. DunDAS GRANT thought the position was not a typical one for 
a nerve-lesion, and that the extreme abduction of the cord was more 
likely to have been produced by some sort of fixation. 


Two Cases of «‘ Bleeding Polypus of the Septum.’’ 


Shown by Dr. StCratrr THompson. In the first case a tumor the 
size of a cherry-stone was found almost sessile in the center of the 
cartilaginous septum. It was removed with the snare, and the base, 
which bled freely, seared with the galvano-cautery. A section from 
the growth was exhibited, and was considered a fibro-angioma. The 
second case was from a female aged about 25. In this case the 
tumor was the size of a small pea, had a most distinct narrow pedicle, 
about a quarter of an inch long, at the end of which the growth was 
easily moved about. It was removed with a snare and the base 
freely cauterized. A section showed the growth to be a decided 
fibro-angioma. No recurrence. 

These were formerly regarded as rare growths, but Dr. Thomson 
had now shown three cases before the Society. Drs. Bond, Tod, 
Spicer, Tilley and Kelly have each shown one. 


Dr. W. H. Ketson had also shown a case of a similar polypus, 
and mentioned it as showing that they do not always originate from 
the septum, as this one grew from the floor of the nose close to the 
anterior end of the inferior turbinate. 
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Epithelioma of the Cricoid Plate and of the (Esophagus 
Removed by Operation. 


Shown by Mr. Butiin. Mr. K., xt. 44, was brought to me, 
August 14, 1903, suffering from what had been diagnosed as in- 
operable malignant disease. There was a large, smooth, red tumor 
at the back of the larynx, almost confined to the left side, involving 
the whole of the ary-epiglottic fold, but not encroaching to any 
extent on the interior of the larynx. The left side of the neck was 
occupied by a very large mass of glands, chiefly on a level with the 
cricoid cartilage, and intimately associated with the sterno-mastoid 
muscle. 

On August 19 the operation was performed. An incision was 
made in the middle line from the hyoid bone to the third ring of the 
trachea, and from about the middle of the thyroid cartilage a trans- 
verse incision, which allowed two flaps to be turned aside. The 
muscles were separated from the left ala of the thyroid cartilage 
until the larynx could be twisted on its own axis to such an extent 
that the back presented on the left side. A free incision was made 
through the wall of the pharynx and osophagus, through which the 
disease could be seen and felt. The smooth, red tumor was found 
to be the upper border of an ulcerated surface, which extended down 
the front and left side of the osophagus to a point which I could 
just reach with the end of my finger. The whole circumference of 
the osophagus was not involved, so that there was little or no fear 
of a ring-formed stricture after removal; but several square inches 
of the wall of the lower pharynx and osophagus were involved in 
the ulceration. 

The trachea was opened and Hahn’s tube introduced. The opera- 
tion wound was opened, and the disease cut out with a pair of scis- 
sors. It was not adherent to the posterior parts of the larynx. An 
India-rubber tube was introduced through the wound by the side of 
the larynx for feeding, the rest of the wound carefully packed with 
gauze, and a drainage-tube inserted. The lower part of the incision 
was not brought together, and Hahn’s tube was at once removed. 
The operation lasted two hours, but there was very little loss of 
blood. 

August 26 the larynx was examined and the left vocal cord found 
to be paralyzed; there was considerable deep red swelling of the left 
ventricular band. The patient was in good condition, and was still 
fed through the India-rubber tube. 

On the 28th of August the glands were removed by the most ex- 
tensive operation I have ever practiced on the neck. Almost the 
whole of the contents of the anterior triangle, all the contents of the 
upper and middle parts of the posterior triangle, the whole of the 
sterno-mastoid muscle, the entire length of the internal jugular vein 
were removed. The wound was freely drained. 

The patient never exhibited the least distress from the severity of 
these two operations, but made an uninterrupted recovery. 

In the course of three or four weeks the voice was good and 
strong, although the cord remained paralyzed. The feeding-tube 
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was not removed until the middle or end of September, when it had 
been found possible to pass a small bougie through the mouth down 
the esophagus. This treatment by bougies was continued for two 
or three weeks, by which time the patient could take soft solid food 
quite easily. 

At the beginning of November a sinus opened in front of the neck, 
and a gland appeared below the jaw on the right side of the neck. 
On the 13th of November the sinus was opened up, and was found 
to be full of recurrent malignant disease. The gland on the right 
side, which had developed into an epitheliomatous cyst, was dis- 
sected out with difficulty, on account of its adherence to the large 
vessels. ‘ 

In December Mr. K. was sufficiently recovered to return to 
Canada, but suffering from recurrent disease. 

That is the second case in which Mr. Butlin has also operated; 
upon a case for malignant disease on the cricoid plate and on one 
case of epithelioma of the back wall and side of the lower pharynx, 
where the ulcer was just visible above the level of the back of the 
larynx. In the latter case the patient was not much relieved by the 
operation, and was discharged to his home in the country, wearing 
a tube through the wound in his neck, through which he was regu- 
larly and easily fed. 


Case of Outgrowth from the Anterior End of the Left Vocal 
Cord. 


Shown by F. C. Surussatt, M.D., for Percy Kipp, M.D. 
Alfred P., zet. 31, police constable, has suffered from hoarseness for 
the last eighteen months; cough for eight months. No marked 
wasting. Lungs, signs of limited tuberculous infiltration of the 
right apex. Larynx, slight swelling of both ary-epiglottic folds; at- 
tached to the anterior third of the left vocal cord is a smooth, yellow- 
ish, conical outgrowth ; the posterior part of the left cord not visible. 

Dr. SrCLaiR THOMSON said, with regard to the inquiry for treat- 
ment, that he feared any treatment would be of no use. Local treat- 
ment could only be sedative and antiseptic. 


Mr. F. C. SHRUBSALL said the only question in his mind was 
whether part of this projection could be snipped off, and so relieve 
the man’s cough and hoarseness, which were preventing him at 
present from following his occupation. 


Case of Sessile Fibromata at the Anterior Extremity of the 
Left Vocal Cord, Partially Removed by Means of Forceps 
aod Completely Extirpated by the Galvano-cautery. 


Shown by Dr. DunDAs Grant. The patient was a widow, et. 51, 
who had suffered from loss of voice of nearly three years’ duration. 
The anterior commissure was occupied by pink sessile growths, 
originating on the edge of the left vocal cord. In July, 1903, these 
were in part removed by means of Grant's intra-laryngeai forceps 
and Lack’s forceps with recurved tips; the voice was slightly im- 
proved, but it was found by the exhibitor impossible to remove the 
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growth completely by means of any forceps. One and two per cent 
solutions of salicylic acid were applied, then a solution of perchloride 
of iron, also chloride or zinc, but without result. In October the 
galvano-cautery was applied for a moment, with the result of mak- 
ing a slight diminution. At this time there was a nodular growth 
with a depression in the center, the latter apparently due to the 
cautery. Each of the little remaining nodules were separately cau- 
terized at intervals of about a fortnight, and at the end of December 
the voice was perfectly restored. As could be seen, the vocal cord, 
although somewhat congested, was quite normal in outline.. 


Case of Atrophy and Collapse of Ale Nasi Treated by Means 
of the Subcutaneous Injection of Paraffin. 


Shown by Dr. DunDAS Grant. The patient was a female, zt. 29, 
and the thinness of the ala was extremely marked, the tip of the nose 
having an unsightly pinched appearance. The nares were reduced 
almost to linear slits, and the indrawing of the ala on inspiration was 
most pronounced. An injection of paraffin was made by means of a 
needle introduced about the middle of the edge of each ala, the finger 
being kept inside the nares, so that any bulging of the tissues into 
the cavity could be detected. The paraffin was driven in a forward 
direction, and kept as close under the skin as possible. Injections 
were made at the same time into the tissues at the tip of the nose 
and as far as possible underneath the lining of the most anterior 
portion of the vestibule, with a view of propping out the ala after the 
manner of the small roll of skin recommended for this purpose by the 
late Mr. Walsham. This portion of the injection might perhaps 
with advantage have been pushed to a still further cegree. The 
pinched appearance of the tip of the nose was quite removed, and 
the ala were rendered much firmer. The orifices of the nares were 
enlarged, though not to the average size, but the in-suction during 
ordinary inspiration was quite overcome, and was hardly produced 
even during powerful inspiratory effort. 

The Present asked if much paraffin had been injected in this 
case. 

Sir Ferix Semon asked Dr. Grant a practical question: if it was 
within the operator’s power with regard to these injections of 
paraffin, to precisely say where the proper limit had been reached? 
The reason of his question was that it seemed so obvious that the 
injection of but a little too much paraffin might actually cause en- 
croachment on the passage instead of obtaining the desired purpose. 

Mr. Buttin said that he had not yet been rash enough to inject 
paraffin ; so far his experience in this subject consisted in the taking 
out of paraffin which had been injected, and it was a most trouble- 
some operation. 

Dr. Herpert TILvey said that his experience coincided with Mr. 
Butlin’s in some respects, but he had used the method of paraffin 
injection for remedying a depressed scar in the case of a radical 
frontal sinus operation in a female patient, and the result twelve 
months after the operation was excellent. 
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Dr. MILLIGAN said that when a surgeon undertook these paraffin- 
injection operations he incurred very grave responsibility, as there 
was no justification for presuming that the result would be good. 
He considered the injection of paraffin a very delicate operation, the 
seriousness of which was not even yet fully understood by the pro- 
fession. 

Dr. BENNETT said that although the criticism had generally been 
directed against the use of paraffin injections, the results in this par- 
ticular case had not been unsatisfactory. All these cases ought to be 
very closely watched for a long time after the operation. 

Dr. DunDAS GRANT, in reply to the President, said it was very 
difficult to say how much paraffin he injected. He thought about 
2cc. The space was not big, and if he had used more paraffin the 
vestibule would have been encroached upon. 

In reply to Sir Felix Semon, he said that he had erred on the side 
of being a little over-cautious, so as not to make too great a thicken- 
ing to bulge into the air-spaces. He kept very close under the skin 
and on the outer surface, and kept his finger inside the nostril. His 
personal experience could not go for much, as this was his only case. 
He was very afraid of producing that “bulging” into the ala nasi, 
so that he injected perhaps a little less than he might have done. 


Photographs of a Case of Flat and Sunken Nose Treated by 
Paraffin Injections. 


Shown by Dr. DunDAs Grant. The depression.on the bridge 
of the nose was removed to a sufficient extent by injections in that 
part in the way which is now well known, but in order to diminish 
the flattening a considerable amount of paraffin was injected into 
the soft tissues forming the columella. In this way the tip of the 
nose projected forwards, and the extreme flattening and width of 
the organ considerably diminished. The patient’s personal appear- 
ance was very greatly improved. 


Soft Fibroma of the Left Vocal Cord in a Woman et. 31. 


Shown by Mr. Hunter F. Top. There had been hoarseness or 
seven years, and occasionally attacks of spasmodic dyspnoea during 
the night. The growth was freely moveable, and was sucked up and 
down during forced respiration. 


Sarcoma of the Post-Nasal Space, Probably Involving the 
Ethmoidal Region, with Enlargement of Cervical Glands 
the Right Side, in a Man et. 51. 

Shown by Mr. Hunter Top. Six months ago the patient noticed 
slight enlargement of the glands on the right side of the neck, which 
was thought to be due to carious teeth. Mr. Tod first saw the case 
in December last, when the mass of gland was about as large as an 
egg. Examination showed a small, hard, irregular growth in the 
post-nasal space on right side, abutting on the Eustachian tube and 
roof of the naso-pharynx and upper part of the choana. The 
growth bled freely on digital examination. On transillumination 
there was a marked opacity of the right side of the face just below 
the orbit, and there was no pupillary light reflex. 






















































306 SOCIETY PROCEEDINGS. 


The patient suffered greatly from headaches, which were unre- 
lieved by ordinary drugs. 

Mr. Top was anxious to know if an operation was justifiable. He 
had already told the patient that he thought operation impossible. 

Mr. But tin said that to undertake an operation from a curative 
point of view was absolutely out of the question. There was a mass 
of glands fixed to the spine. It might be possible to cut out the 
disease in the naso-pharynx, but it would not be worth doing. 

Dr. Hersertr TILLey said he had made a digital examination of 
the naso-pharynx and found the growth fixed to the vertebral column 
and invading the Eustachian tube and posterior choana on the right 
side. With an experience of two similar cases in his mind, he 
thought operative interference was out of the question. 

In reply, Mr. H. Tod said he agreed entirely with Mr. Butlin. He 
brought the patient here as a “last chance.” He thought the 
growth was probably even more extensive than it appeared to be. 


Obstruction in Lower Pharynx from the Formation of a Dia- 
phragm Adhesion Between the Posterior Part of the Tongue 
and the Posterior Pharyngeal Wall. 

Shown by Mr. H. Bernam Rosinson. Female, et. 32, who soon 
after marriage, six years ago, developed syphilis, now shows exten- 
sive pharyngeal synechiz, the result_of widespread ulceration. For 
the last four months she has had difficulty in swallowing, as well as 
very marked scarring on the posterior pharyngeal wall, and the soft 
palate is so adherent as to completely shut off the naso-pharyngeal 
cavity, except for a small opening on the right side. 

What is of greater interest is an almost horizontally placed mem- 
brane, due to cicatrization, which passes from the back of the tongue 
at the level of the upper part of the vellecular fossz to the posterior 
pharyngeal wall, leaving an opening in the center whose area hardly 
exceeds that of a sixpence. This diaphragm-like structure has a 
free inner margin; this latter is in relation with the edge of the 
epiglottis about the junction of its upper and middle thirds, and then 
at the back hides from view the posterior part of the larynx. Both 
the opening into the pharynx posteriorily and the pyriform sinuses 
are completely hidden. The result of this curious formation is that 
any fair sized bolus of food must inevitably lodge on this shelf. 

Dr. P. Watson WILLIAMS showed a patient, a lady et. 42, with 
an intra-laryngeal new growth, apparently arising from a broad 
base attached to the base of the epiglottis at its junction with the 
right ventricalur band of the aryteno-epiglottidean fold. It was 
smooth and semi-globular, covered with pink mucous membrane, 
which was very vascular. 

The only symptoms were alteration of the voice and cough on ex- 
ertion. There was no secondary glandular enlargement, and he 
considered it was either a cyst or a fibroma, probably the former, 
as in this region fibromata were rare. But six years ago he had 
removed a fibroma from much the same region, and it was therefore 
very possible that this would prove to be a similar new growth. 
There was no evidence pointing to malignancy. Dr. Watson Wil- 
liams exhibited his forceps with the adjustable ends working in the 
position which he proposed to use in the removal of the neoplasm. 
















Eighty-Seventh Ordinary Meeting, February 5, 1904. 


Cuarters J. Symonps, Esq., F.R.C.S., M.S., Vice-President, in 
the Chair. 


The following cases and apparatus were shown: 


Professor Meyer’s Apparatus for Demonstrating the Laryngeal 
Image and Intra-laryngeal Manipulations. ; 


Shown by Dr. EuGENE Yonce. This apparatus was constructed 
from a model invented by Professor Meyer, of Berlin, With the 
exception of a modification in the lamp, by which its illuminating 
power was increased, the original idea has been closely adhered to. 
It would serve no useful purpose to minutely describe the appliance ; 
it was better, for its proper comprehension, to see it in action. 
Stated in general terms, however, the essential part of the con- 
trivance was a device by which the laryngeal image was illuminated 
in such a way that, by an adjustment of reflectors, images of the 
larynx, practically identical in every respect, were severally capable 
of being observed by the examiner and four other persons. More- 
over, the four observers could be disposed at convenient distances 
from the examiner, from the patient, and from each other. A 
special advantage of the apparatus is that any intra-laryngeal manip- 
ulations can be as clearly seen by the observers as by the individual 
who is carrying out the manipulations. 


Microscopic Sections of Bone and Soft Tissues from Case of 
Early Polypus. 


Shown by Dr. Eugene Yonce. The specimens were obtained, 
post mortem, from a man, xt. 52, who had died from cirrhosis of 
the liver. When the nasal cavities were opened it was observed 
that there was a polypus attached to the anterior end of each middle 
turbinal, and these growths were accordingly removed, together 
with a piece of underlying bone. A microscopic examination 
showed that the soft structures exhibited the characteristics of a 
nasal polypus, but that in the subjacent structures there was neither 
periostitis nor bone disease, rarefying or condensing. 


A Case of Questionable Mild Glanders in a Man zt. 49. 


Shown by Mr. Burt. Patient had a kick on the nose from a 
horse twenty years ago, since when he has had frequent outbreaks 
at the seat of the injury, with discharge of a brownish matter. 
Syphilis twenty years ago. In January, 1903, he was bitten by an 
apparently healthy horse across the wrist and right hand; this was 
followed by abscesses on the hand and forearm, and later on other 
parts of the body. He also had drowsiness and general lassitude. 
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His nose became affected in May, being obstructed; there was 
also an ichorous discharge from both nostrils. On examination 
there was general swelling of the interior of the nose, cedema of the 
posterior pharyngeal wall, soft palate, and tonsils, and in the naso- 
pharynx a large dirty yellowish slough. Later, the patient had an 
attack of erysipelas, and also an acute attack of otorrhza. Swabs of 
the discharge from both the ear and nose were sent to the Clinical 
Laboratory in Queen Anne Street, but the report was negative as 
to the presence of the Bacillus mallet. 

Nevertheless Mr. Burt considered the case to be probably one of 
mild glanders on account of the nature of the abscesses, their dis- 
tribution, and the formation of vesicles around the scars; the nature 
of the discharges from the nose and the changes which they under- 
went; and the nature of the ulceration. The patient is now well, 
and examination of his nose and naso-pharynx shows nothing. 


Case of Epithelioma of Tonsil; Operation; Recovery. 


Shown by Dr. Lampert Lack. The patient is a man, at. 63, 
thin, and looked much older than his years. He had great pain on 
swallowing, and could only take liquids. He had suffered from 
malaria and chronic alcoholism. There was extensive superficial 
ulceration in the region of the left tonsil extending on to the palate. 
The affection was looked upon as tertiary syphilis until, medicinal 
treatment failing, a piece was removed for microscopic examination. 
The section showed that the ulcer was epitheliomatous. The 
growth involved the pillars of the fauces on the left side, and ex- 
tended on to the soft palate as far as the median line. It was soft 
to the touch, and had no definite margin. In spite of the patient's 
general condition, it was decided to remove the growth, chiefly be- 
cause of the severity of the local symptoms. The operation was 
performed, the patient made an uneventful recovery, and eight 
months later still remains well. 


Case of Endothelioma of the Larynx and Microscopic Specimens. 


Shown by Dr. Lambert Lack. The patient, a woman at, 50, 
suffering from tertiary syphilis of the tongue, soft palate, and 
larynx. There was extensive thickening, induration, and scarring 
of these parts. The epiglottis was partially destroyed, the stump 
being thickened and cedematous. Both arytenoids were swollen, 
and from the anterior surface of the left a large cedematous mass 
bulged in the cavity of the larynx. Anti-syphilitic treatment effected 
some improvement, but the dyspnoea increasing it was decided to 
attempt removal of the cedematous mass attacked to the left aryte- 
noid. This failed, and laryngotomy had to be hurriedly performed. 
A week later tracheotomy was performed, and decided to do thy- 
rotomy decided upon the remove the growth. On getting down 
on to the thyroid cartilage a mass of new growth was seen outside 
it. This, apparently, was malignant; a piece was therefore removed 
for microscopical examination and the wound closed. The sections 
exhibited the typical structure of an endothelioma. The wound 
healed readily and remains healed. The patient on the whole has 
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improved during the last three months. The case is a unique one, 
and the question now is whether anything further should be at- 
tempted in the way of treatment. It seems unwise to remove the 
larynx, as it is impossible to tell how far the disease extends, and it 
is already outside the laryngeal cartilages. 


Microscopic Sections of Endothelioma of the Maxillary Antrum. 


Shown by Dr. LAmBert Lack. Patient, a man, zt. 50, had 
tertiary syphilis of the hard palate and nose. There was a perfora- 
tion in the posterior part of the hard palate communicating with the 
antrum. A sequestrum was removed from the nose, and the patient 
was put upon potassium iodide and rapidly improved. ‘Three 
months later he came under my care again, complaining of pain and 
swelling in the canine fosse on the right side. The perforation in 
the palate remained patent, with healed edges. There was a pale 
irregular mass projecting into the right nasal fossa under the inferior 
turbinate, which bled readily on pressure. Anticipating that necrosis 
of the upper jaw and probably a sequestrum was present in the 
antrum, this cavity was freely opened through the canine fossa. It 
was found that the wall of the antrum in this situation had disap- 
peared, and the antral cavity was packed with soft gelatinous 
growth. A piece was removed for microscopical examination, and 
showed the typical structure of an endothelioma. The upper jaw 
was then removed by Mr. Barnard. The growths in both of the 
above cases were microscopically identical, consisting of cubical 
cells in places tightly packed together; in others the center of the 
columns of cells had degenerated, leaving an alveolar space sur- 
rounded by two or, in many cases, a single laver of cubical cells; the 
center of this space was filled with mucin. Both sections much 
resembled normal specimens of the thyroid gland. 


Specimens of Exostosis from the Ethmoidal Region of the Nose, 
with Nasal Polypus. 

Shown by Dr. Lampert Lack. Patient, a girl, zt. about 22. 
The early symptoms was proptosis, which gradually increased until 
a large hard swelling made its appearance on the inner wall of the 
orbit and pushed the eye outwards. The sight was considerably 
impaired. On examination a large, hard irregular tumor was felt 
on the inner wall! of the orbit. The right nasal fossa was obstructed 
by ordinary nasal polypi, amidst which some pus was seen. A diag- 
nosis was made of empyema of one or more of the ethmoidal cells, 
with obstruction of the ostium and dilatation of the sinus. An incision 
was made along the inner wall of the orbit from the supra-orbital 
notch below the line of the eyebrow, curving downwards and inwards 
and finally outwards, to end just below the inner canthus. The 
periosteum was detached from the inner wall of the orbit, and a 
bony growth exposed. This turning out to be solid bone of ivory 
consistence, the lachrymal plate of the ethmoid was cut away, and the 
growth separated and drawn out through the wound. It consisted 
of a solid, irregular mass of bone of ivory hardness, nearly two 


‘inches long and an inch in thickness; to the nasal surface two or 


three typical nasal polypi were attached. 
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Case of Recurring Papillomata of Larynx. 


Shown by Dr. Furniss Porter. The Patient, a man at. 28, 
came under observation about four years ago. When first seen the 
the interior of the larynx was filled with a dense shaggy mass of 
papillomata, the vocal cords being completely hidden. The voice 
was feeble and husky. The bulk of the growth was removed with 
forceps in three or four sittings, during the process of which patient 
became aphonic; but on the removal of the growths being completed 
the voice returned. Although the larynx had been thoroughly 
cleared of papillomata, there had persisted up to the present time an 
obstinate tendency to return, which had necessitated frequent use of 
the forceps—about every four or five weeks. If this was not done, 
loss of vocal power soon became evident, in fact, the only way in 
which a fairly useful voice could be maintained was by frequent 
pruning of the excrescences on the cords. Applications of salicylic 
and chromic acids in various strengths had been applied, but with no 
appreciable benefit. The exhibitor was not sure that such frequent 
instrumentation was desirable, but he was sure that if it were not 
done recurrence would certainly take place, and the patient would 
be in danger of relapsing into the extreme condition in which he 
was when first seen four years ago. 


Man, zt. 32, with Complete Immobility of Left Vocal Cord. 


Shown by Mr. Atwoop THornr. The man came to the London 
Throat Hospital complaining of hoarseness, and on examining the 
larynx the left cord was seen to be rigid almost in the middle line; 
there was slight swelling over the left arytenoid. On looking for a 
cause “tracheal tugging” was noticed, but no other sign of aneurysm, 
and there was nothing pointing definitely to tubercle.’ There was an 
area of dullness at the right apex behind, but no more signs of 
aneurysm. Arrangements were made to examine the chest by 
X-rays and to examine the sputum, but the patient did not return. 


A Man, et. 35, with Paroxysmal Pain Starting from the 
Larynx. 


Shown by Mr. Atwoop Tuorne. This patient came to the Lon- 
don Throat Hospital complaining that he had swallowed a bone a 
week ago, and that since he had had severe attacks of pain starting 
from the throat (he referred to the region of the larynx), which 
doubled him up and sometimes stopped him working. On examin- 
ing the larynx nothing abnormal was discovered, but while doing 
sO a paroxysm of pain was caused, apparently by touching a spot 
just behind the right tonsil. The man is healthy looking, and with 
no signs of neurasthenia. He was given a mixture of potassium 
bromide and was Slightly better, but had had a few attacks. 

Mr. Symonps said he had given the man a spasm unintentionally 
when he touched the tonsil on that side. It occurred to him that the 
pain might originate in the tonsils and be reflected downwards. 

Dr. Powett thought this was probably a case of neuritis, the 
result of granular patch on the lateral wall of the pharynx acting as 
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an irritant and setting up neuritis. On touching a certain spot 
behind the posterior pillar the spasm seemed to come into action. 
He could see nothing else to account for the pain. 


Tumor of the Larynx in a Woman, et 45, 


Shown by Mr. Atwoop Tuorne. This patient came to the Lon- 
don Throat Hospital four days ago, complaining of hoarseness. “On 
examining the larynx the right cord was almost hidden by a mass 
springing apparently from the false cord on that side. The mass 
was of a dirty grey color, and could be partially lifted from the 
cord by a probe, there was a similar but smaller mass in the anterior 
commissure preventing the cord meeting, but except for this the 
cords moved well. The hoarseness had been getting worse for seven 
months. Two years ago she had had right-sided paralysis and 
aphagia. History of syphilis doubtful; no definite evidence of 
tubercle. 

Dr. SrCLtaik THomson said: The age of the patient made it 
possible that it might be malignant, but, on the other hand, a 
malignant tumor could not have attained such a size without more 
infiltration. There was another separate little growth lower down 
between the cords. He concluded that the growth was a tubercu- 
loma in spite of the negative evidence of pulmonary tuberculosis. 

Dr. SMURTHWAITE said that to his mind this was a case of tuber- 
culosis. There was a growth in the center of the right cord and 
another small one directly above that; there was some ulceration 
of the surface of the growth. On a similar growth on the right 
side there was ulceration taking place, probably one of the forms of 
tubercular papilloma. The mucous membrane was also affected. 

Dr. Furniss Porter said he thought it would be well to examine 
the growth with a probe in order to ascertain if it were simply lying 
on the cord and could be lifted off it, or whether it had infiltrated the 
cord. He was of opinion that there certainly was an ulcer near the 
anterior commissure on the right side. He thought the case would 
probably prove to be tuberculous. 

Mr. SymMonps said he understood Mr. Thorne proposed removing 
a piece for microscopical examination with the curette. This would 
be a desirable step, and it would not be a difficult case to operate on 
if necessary. 

Mr. A. THorNeE thought there was no doubt that there was an 
ulceration of the mass in the anterior commissure. He examined 
the larger mass with a probe, and was able to lift it up from the cord. 
He was surprised that every one “plumped” for tuberculoma; he 
thought that syphiloma and simple growth were not yet excluded. 


Larygeal Ulceration in a Phthisical Subject. 


Shown by Mr. Carson. The patient:is a man, zt. 59, who has 
complained of hoarseness for sixteen months. For the last nine 
months he has had cough and expectoration. Six weeks ago pain 
occurred on swallowing, and there is now constant pain radiating 
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to the right ear. He has been losing weight steadily, and is 
amaciated. Voice reduced to a hoarse whisper. An ulcer occu- 
pies the center of the false vocal cord and the upper surface of the 
true vocal cord on the right side. There is no limitation of move- 
ment, and the area of disease is strictly localized. An enlarged 
gland is present behind the right ala of the thyroid cartilage. The 
apices of the lungs are tuberculous, and tubercle bacilli are present 
in the sputum. The diagnosis lies between tubercular ulceration 
and malignant disease. 


Youth, xt. 19, with Fracture of Septum and Depressed Nose, 
Improved by Operation and Paraffin Injection. 


Shown by Dr. DonELAn. The patient had fallen on the handle 
of a garden fork in such a manner that the end of his nose was 
turned upwards, the septum being smashed into fragments, and 
great disfigurement resulted. 

An attempt was made to replace the septum by lateral compres- 
sions and the use of splints, and, considering the amount of dis- 
placement, was very successful. Subsequently the external de- 
formity was treated by paraffin injection, and a great improvement 
has been effected. 


Case of Fixation of Vocal Cord with Extreme Pain in Swal- 
lowing—(?) Tuberculous Perichondritis—in a Female 
Patient, zt. 45. 


Shown by Dr. DunDAs Grant. Mrs. S. C., zt. 43, was first seen 
in January, 1904, when she complained of her throat, with difficulty 
in swallowing and hoarseness of twelve- months’ duration. The 
mucous membrane of the pharynx was very anemic; there was a 
large amount of secretion in the larynx and infiltration of both 
aryepiglottic folds, much more marked on the right side, the vocal 
cord on that side being in a state of complete fixation. There were 
signs of consolidation at the right apex. In addition to general 
treatment she was ordered a powder of orthoform and resorcin to 
inhale through a glass tube. Her pain in swallowing has in spite 
of this, continued extremely severe, and she can only take liquid 
food. The condition is probably one of tuberculous perichondritis 
of the right arytenoid cartilage. 

Mr. Symonps asked Dr. Grant if he had an examination of the 
cricoid region of the osophagus to see if there were any stricture 
there. The patient was unable to take food, so that possibly there 
was some malignant disease interfering with the movement of the 
right cord. 

Dr. Grant said he would be glad of any suggestions for the 
purpose of relieving the pain in swallowing, which was rapidly 
wasting the patient. In reply to Mr. Symonds, he had not exam- 
ined the cricoid region of the osophagus. 
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Case of Chronic (Edema of the Larynx (formerly shown Feb- 
ruary 6, 1903) in a Middle-aged Female Patient, probably 
Tertiary Specific Infiltration, Greatly Improved Under 
Mercurial Inunction. 


Shown by Dr. DunpDAs Grant. Up till the end of July of last 
year the patient took with considerable regularity a mixture con- 
taining 1 drachm of the solution of perchloride of mercury and 5 
grains of iodide of potassium. The cedema diminished slightly, and 
she then stopped treatment until the middle of September, when she 
returned complaining of soreness of the left side of the throat of 
about a fortnight’s duration, with pain on swallowing and a cough. 
There was found to be some infiltration of the left anterior pillar, 
with a slightly excavating ulcer. Under a repetition of the treat- 
ment this improved, and at the end of October she was admitted 
into the hospital for inunction. This was carried out nightly for 
about a month, and since then she has been taking at intervals the 
iodide of potash and mercury. At the present time the infiltration 
has steadily been getting less, so that the vocal cords can be seen in 
their entirety. The great improvement under mercury seems to 
indicate that the supposition that the case was one of gummatous 
infiltration was probably correct, but no evidence, either direct or in- 
direct, has been available. 


Case of Ulceration of the Pharynx with Cervical Fistula and 
Secondary (Edema of the Right Half of the Larynx— 
(?) Specific Perichondritis of Arytenoids—in a Middle-aged 
Female Patient. 


Shown by Dr. DunDAs GRANT. Mrs. E. K., et. 31, was referred 
to me on December 15, 1903, on account of difficulty in swallowing 
and infiltration of the tissues of the right side of the neck, pushing 
the larynx over to the left side. There was seen a deep excavated 
ulcer on the pharyngeal aspect of the larynx and on the right side 
of the pharynx at a considerable depth. The right arytenoid region 
was the sight of very considerable infiltration, the mucous mem- 
brane being tightly stretched and smooth, but of the red color of 
inflammatory rather than dropsical cedema. The right vocal cord 
was very sluggish as compared with the left one. The examination 
of the sputum revealed no tubercle bacilli. The probability seemed 
to be that there was gummatous infiltration of the tissues of the neck, 
tertiary ulceration of the laryngo-pharynx, and probably specific 
perichondritis of the right arytenoid cartilage. 

She was at first ordered iodide of potassium and perchloride of 
mercury, and was then taken into the hospital to be submitted to 
mercurial inunctions, under the action of which her symptoms im- 
proved slightly, so that on December 20 it was noted that she said 
that she swallowed milk “beautifully,” as also some rice pudding, in 
a way she had not been able to do for several weeks., Her tem- 
perature on admission was 102.6 degrees, it fluctuated slightly, and 
on December 23 fell to 99 degrees, when she had a rigor and it sprung 
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up to 105.6 degrees. During this time the side of the neck had 
become more swollen, deep-seated fluctuation could be detected, and 
there was some dyspnoea. An incision was made over the most 
prominent part of the swelling close to the anterior border of the 
sterno-mastoid, when a quantity of pus with shreds of necrosed 
tissue of the most fcetid description came away. Instantly the pa- 
tient’s breathing became very much embarrassed, an intubation tube 
was introduced and artificial respiration proceed with; the patient 
was brought round, and fortunately without the necessity for 
tracheotomy having arisen. An opening in the trachea, or even in 
the crico-thyroid space, would almost inevitably have led to septic 
pneumonia. A counter-opening was made to the left side of the 
trachea and also behind the right sterno-mastoid muscle. The tem- 
perature remained about 100 degrees, only rising over 101 degrees 
on one occasion—four days later; for a week it continued normal, 
with scarcely any fluctuation, but during the last four weeks has 
been fluctuating between 98 degrees and 100 degrees. On January 
27 iodide of potassium was again administered, and a small project- 
ing portion of the margin of the pharyngeal ulcer was removed by 
means of punch forceps for examination and for the elimination 
of the possibility of it being epitheliomatous in nature. It was 
found to consist simply of granulomatous tissue covered with a 
ragged stratified epithelium, presenting none of the characters of 
epithelioma and containing no tubercle bacilli nor giant-cells. On 
February 2 liquid food escaped through the incision in the neck. 


Fatal Post-operative Complication of the Frontal Sinus.—P. 
JacquEs AND J. Motiy.—Revue Heb. de Laryng., D’ Otol. et de 
Rhinol., Aug. 1, 1903. 


The authors report a case of suppuration of the right frontal sinus, 
in which the radical operation of Luc was performed. On the sec- 
ond day a meningitis developed. The wound was reopened and a 
large trepanation of the anterior cerebral fossa was made. Deati: 
followed on the third day, the autopsy showing a generalized puru- 
lent leptomeningitis. 

The authors believe that, in exceptional cases in which the frontal 
sinus is of unusual dimensions and the walls especially delicate, it 
would be better to leave the mucous membrane of the sinus intact. 11 
matter how altered, and to limit the surgical intervention to establish- 
ing a large and permanent drainage by means of a simple ethmoidal 
resection. 

W. ScHEPPEGRELL. 


























































BRITISH MEDICAL ASSOCIATION. 
Seventy-first Annual Meeting, held at Swansea, July 28-31, 1903. 
SECTION ON LARYNGOLOGY AND OTOLOGY. 
Patrick Watson WILLIAMs, M.D., President. 
(Continued from page 237.) 


Discussion on the Technique of Operations on the Temporal 
Bone in Suppurative Middle Ear Disease. 


Dr. Hersert TILLey said: I wish to limit my remarks to the 
part which the nose and naso-pharynx play as a source of general 
septic infection under two sets of circumstances: 

1. When a chronic purulent focus exists the general health may 
suffer in a very profound and serious manner as a result of the con- 
stant absorption of septic material. 

2. When operative procedures have been carried out in these re- 
gions, very grave, and even fatal, results may ensue if due care has 
not been maintained to provide for, and maintain, surgical cleanliness 
of the parts. 

He said: With regard to the first point—namely, the effect upon 
the general health of continuous absorption of septic products from a 
chronic purulent focus, I would remind you of the loss of energy, 
mental apathy and indifference, loss of appetite, wasting, and sallow 
complexion, which are so often found in association with the loca! 
symptoms which accompany chronic empyemata of the nasal acces- 
sory cavities. 

In some patients these evil effects are very marked, and no less 
striking is the immediate improvement in the general health when 
the poison-producing focus has been efficiently treated. A patient 
who had suffered from bilateral maxillary sinus empyema for ten 
years, and who was in a low mental and physical condition when first 
seen, put on 11 pounds in weight during the six weeks which fol- 
lowed efficient drainage of these cavities, while the mental depression, 
amounting almost to melancholia, entirely left him. 


Dr. Witt1Am Hunter has drawn attention to the possible relation 
between such pus-producing centers and some of the grave forms of 
anemia. On the other hand, we must all have been equally aston- 
ished at the excellent general health and mental vigor possessed by 
other patients, who for perhaps years have harbored a reservoir of 
fetid pus, and who seemed to suffer little inconvenience or discom- 
fort from the same. Maybe they consulted us simply because they 
thought they had some “post-nasal catarrh.” 
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How are we to explain these differences? In the first class of 
case forms of indigestion may generally be noted as prominent among 
the general symptoms; in the second class they are usually absent, 
and it is an interesting question whether their good health may not 
be due to a normal secretion of free hydrochloric acid in the gastric 
juice which would render inert the pus which had been swallowed, 
On the other hand, a diminished amount of free acid would allow of 
the absorption of pus, and pave the way for those forms of septic 
gastritis with constitutional symptoms to which Dr. William Hunter 
has drawn attention. 

2. Passing now to general septic infectiorf following operative pro- 
cedures carried out upon the upper air passages, we may congratulate 
ourselves that in spite of the great amount of operating which goes 
on, the instances of serious general septic infection are comparatively 
uncommon. Aside from care on the part of the surgeon, this may 
be due to the free drainage which in most operations is naturally pro- 
vided for, and the peculiar capacity for healing which is possessed 
by the more vascular areas of the head and neck. 

Accidents, however, have happened in the past, and will occur 
again in the future, if surgeons are careless or refuse to learn from 
their own and the failures of others. Let me illtistrate my meaning: 

Some ten years ago I was suffering from a series of head colds to 
which I had long been prone. Between such attacks more or less 
nasal obstruction was always a trouble, and necessitated mouth 
breathing with its attendant evils. A friend cauterized my left in- 
ferior turbinal, applied no dressing or application, and allowed me 
to follow at once my daily routine of work. The same evening I 
felt very unwell, had a slight rigor, with intense throbbing of the 
left side of the nose and face, and the left tonsil became painful. For 
the next three days the temperature varied from 101° to 103°, and 
on the fifth day an acute abscess of the tonsil discharged itself, after 
which convalescence set in. 

Last November I saw in consultation a lad of 13 years of age, who 
four days previously had had the same operation performed on his 
right inferior turbinal in Paris. He was allowed to travel to Eng- 
land the same day.. Towards evening he felt unwell with some pain 
in the right side of face and sore throat, limited also to the right side. 
He arrived at Ealing during the next day feeling very ill, with in- 
tense sore throat, swelling of the glands under the angle of the jaw; 
temperature 101.6°. When I saw him (on the fifth day) I found he 
had a very inflamed throat, more especially on the right side. Swal- 
lowing was impossible except for small quantities of liquids; the 
tongue was thickly furred; temperature 103°; and the right side of 
the neck from the mastoid to the clavicle was a red, swollen, brawny 
mass, acutely tender on pressure, and semi-fluctuating in parts. The 
lad was very ill. Incisions were made into the swelling, drainage 
tubes inserted, constant fomentations applied, antistreptococcus serum 
injected, and after an anxious illness and tedious convalescence the 
patient was restored to health. 

In both cases there can be little doubt that infection entered by the 
wound in the nasal mucous membrane, and had the eschar in either 
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been carefully dressed it is more than probable that no harm would 
have resulted. Hence, before cauterizing the nasal mucosa, the parts 
should be thoroughly cleansed, and after application of the cautery 
some glycerine of carbolic acid should be rubbed into the eschar by 
means of a cotton-wool mop. From want of similar care I have 
known the greater part of the cartilaginous nasal septum slough 
away after Asch’s operation for deviation of the septum, the patient 
suffered in the meantime from constitutional symptoms of septic 
poisoning. 

After the radical operations practiced for the cure of chronic 
empyema of the maxillary antrum, it is not usual for grave constitu- 
tional symptoms of septic poisoning to arise, and I have never heard 
of a fatal result from this cause. Once only have I seen intense 
cellulitis of the soft tissues of the cheek follow the Caldwell-Luc 
operation, and in this case, after pus was evacuated, the patient 
recovered. 


Constitutional symptoms of septic poisoning following the opera- 
tion referred to may be avoided by not packing the sinus cavity at 
the close of the operation; it is quite unnecessary, and its practice 
involves giving the patient considerable pain. 

With regard to the radical operation upon the frontal sinus, as 
practiced by most of us to-day—namely, removal of the greater part 
of the anterior wall, enlargement of the fronto-nasal canal, removal 
of diseased ethmoidal cells, followed by gradual but complete obliter- 
ation of the sinus—it may be said to be free from risk to life, pro- 
vided surgical cleanliness be maintained and the surgeon has a prac- 
tical working knowledge of the anatomy of the parts concerned. 


But this comparative freedom from risk has been painfully attained 
unto by those who have spent much time, much anxiety, and much 
thought in the evolution of the operation during the past ten years. 

Many patients have succumbed to general septic infection follow- 
ing and due to the operation carried out for the relief of chronic 
empyema of the frontal sinus. Fifteen such cases are known to me, 
two of them having occurred in my own earlier practice. In all cases 
the fatal result has arisen from a spreading septic osteomyelitis of the 
frontal bone resulting from imperfect drainage of the bony cavity 
during the after-treatment of the radical operation. To avoid such 
disaster let me recommend you to make a large opening into the 
nose, and never completely sew up the external wound nor pack it 
very tightly with gauze. 

Again and again has the warning been given in our societies and 
printed in our journals, and yet from facts concerning a fata] case 
which has recently come to my knowledge it would seem necessary 
to again point out the danger and the measure of avoiding it. 

The sphenoidal sinuses have recently been receiving a considerable 
amount of surgical attention, and interesting if not anxious results 
may be expected. : 

Under the influence of retained pus alarming local and general 
symptoms arise, and most surgeons are content to remove the middle 
turbinal bone and the front wall of the sphenoidal sinus in order to 
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ensure free drainage. If this be followed by free irrigation of the 
sinus with suitable antiseptics, great relief will ensue. 

Anything in the nature of thorough curettage of the sinus is ex- 
tremely dangerous, for it is impossible to know the dimensions of the 
sinus, the thinness of its walls, or its exact relationship to surround- 
ing important structures. It is not surprising, therefore, to hear 
that even in skilled hands a patient in whom this method was recently 
adopted died three or four days afterwards of septic meningitis, — 

With regard to septic systemic infection following operations upon 
the post-nasal space, I presume we have all been unfortunate enough 
to have had one or two cases in which, after the operation for 
adenoids, the patient has had a high temperature with enlarged and 
tender glands in the neck, and constitutional symptoms of septic 
poisoning lasting for a week or ten days. Two consecutive cases 
recently occurred in my practice, and were I believe due to a crack in 
the blade of my curette which probably harbored some septic mater- 
ial; anyway, no such contretemps have followed the use of a new 
instrument. 

Septicemia followed by death is not unknown after the operation, 
and in one case it was proved to be due to escape of sewer gas into 
the patient’s room. 

I think a very sharp curette is inadvisable; its cuts deeply and is 
apt to open up the fibrous tissue on the front of the axis vertebra 
and basi-sphenoid. The wound takes long in healing, and I believe 
such cases are more liable to septic infection than those in which 
merely the redundant adenoid tissue is removed. 

The following is an interesting case of general septic infection fol- 
lowing the removal of a pre-existing focus of suppuration in the 
naso-pharynx (Tornwald’s disease) : 

For 12 months or more a lady had suffered from periodical attacks 
of severe pain limited to the left side of the head, and which seemed 
to radiate from behind the left angle of the jaw, where the pain was 
most intense. On one or two occasions some earache had accom- 
panied these pains and had been followed by slight discharge of pus. 
After three or four days of suffering she “felt something burst in the 
head,” and experienced an unpleasant taste and smell, while the 
symptoms immediately subsided. 

When I saw her the hearing was normal and the left drum showed 
no trace of present or past disease. While examining the post-nasal 
space with the finger I burst an abscess which was located in the 
remains of an old adenoid growth. The smell from it was extremely 
fetid. An attack of septic sore throat immediately supervened with 
the usual constitutional symptoms, the right maxillary sinus became 
infected, and after two days of acute facial neuralgia it discharged 
pus into the nasal cavity. 

Some ten days later, when the patient was fairly strong, I removed 
a large, tough adenoid growth, in which the thickwalled and very 
offensive abscess was situated. The right antrum was also drained 
through the alveolus. At the close of the operation the post-nasal 
space was swabbed out with chloride of zinc solution, gr. 40 ad 5); 
but in spite of this she again suffered from a septic inflammation ot 
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the throat, enlarged and tender glands in the neck, and for a week 
the temperature varied from 100° to 102°. 

On the third day following the operation a bright scarlet puncti- 
form rash appeared on the neck and upper part of the chest and back, 
and from thence spread over the face, lower chest, abdomen, to 
extensor surfaces of arms and thighs, and then to flexor surface of 
limbs. The tissues of the eyelids were swollen and deepened to crim- 
son. The rash itched intensely, lasted six days, and desquamated 
slightly on the face and neck. ‘Tongue coated in the middle, red at 
edges, no prominence of papilla. No albuminuria. There can be 
little doubt that this was a septic rash, although in many ways it was 
suspiciously like the rash of scarlet fever. After a somewhat tardy 
convalescence the patient completely recovered, and is now free from 
all her old symptoms. 

The case affords an excellent illustration of a chronic localized 
suppuration giving rise to both local and general symptoms of an 
uncommon nature, and shows that in spite of antiseptic precautions 
at the time of the operation, an acute local spreading infection, giving 
rise to well-marked symptoms of systemic poisoning, may follow 
attempts at removal of the original source of trouble. 

Dr. Paterson drew attention to the occurrence of albuminura in 
patients suffering from atrophic rhinitis. Details were given of 
three cases in which this relationship was present. Fetid discharge 
into the naso-pharynx had existed for some time before the onset of 
the nephritis, and a careful inquiry into the history of.each case sug- 
gested this as the probable cause. It was worthy of remark that in 
many patients ozena might persist for many years with little dete- 
rioration of the general health ; but in two cases of the speaker’s sub- 
sequent infection by tuberculosis took place, and it was desirable that 
in all such cases treatment should be directed to the improvement of 
the local condition. The speaker drew attention to the supra-ton- 
sillar fossa as a starting point of systemic infection, and quoted a 
case where infection that led to acute nephritis had probably entered 
by this portal. 

Mr. Woops pointed out that septic mouth conditions sometimes 
caused systemic infection especially of the cervical glands, and that 
the teeth should therefore be examined and put right in every case. 
He detailed a case of primary nasal tuberculosis in a lady, aged 30. 
The disease was repeatedly scraped and ultimately cured, but the 
larynx then became diseased. The epiglottis was infiltrated and 
ulcerated at the edge and the right ary-epiglottis fold and side of the 
larynx. The disease was a typical tuberculosis, and the point of in- 
terest was that the evidence went to show that the laryngeal infec- 
tion was secondary to the nasal as the most careful examination failed 
to disclose anything wrong with the lungs. He mentioned a case of 
Hodgkin’s disease which he had observed from a very early stage, 
where the infection clearly started in the tonsil. He also detailed 
two cases of virulent infection of the throat, one of which was com- 
plicated with diphtheria, where the tonsils were incised with a view 
to tapping an abscess which, as it turned out, did not exist. In both 
cases the incision was followed by great increase in the severity of the 
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toxzmia, and the subsequent death of the patient. It was, of course. 
possible that this would have happened in any case, but there was a 
strong suspicion that the incision acted as a point of entry of micro- 
organisms into the blood as suggested by Dr. Poynton, and therefore 
aggravated the condition. He therefore thought that it was a fal- 
lacy to regard incision in any such case as a thing that ought to be 
done on the principle that it could do no harm. 

Dr. Logan TuRNER referred to cases of ill-defined septic infection 
due to absorption through abrasions of the mucous membrane of the 
nose or naso-pharynx. He was able to confirm Dr. Paterson’s ob- 
servations regarding septic absorption in cases of ozzna. 

Dr. W. Lamps described a case of illness which began with acute 
laryngitis and cedema of the glottis, for the relief of which he was 
called to see the patient. The cedema subsided without tracheotomy 
being required, but the subsidence brought no improvement in the 
patient’s general condition, which he regarded at the time as due to 
some intense septic infection. He heard subsequently that the patient 
died of double pneumonia within a week. In future, should such a 
case occur to him, he would certainly recommend the injection of 
anti-streptococcus serum. 

Dr. Watson WILLIAMS alluded to the comprehensive and ex- 
tremely valuable introductory addresses by the openers of this dis- 
cussion, and to the many points of interest elicited in the course of the 
discussion. The fact that many acute and chronic diseases were now 
proved to be due to infection by micro-organisms, and that these for 
the most part entered the body of the patient either by inspired air or 
by means of fluids drunk or food ingested, rendered it inevitable that 
the gate of entry should be often the seat of primary infection. Not- 
withstanding the natural protective barriers against such invasion 
which they believed were provided in the nose and in the faucial ring 
of lymphoid tissue, it was seen that, under a variety of adverse con- 
ditions, these natural barriers failed when they recalled the histoligi- 
cal observations of Stohr, Goodale, and others, demonstrating that in 
the epithelial coverings of the tonsils and other lymphoid tissue ag- 
gregations there existed numerous gaps between the cells large 
enough to permit the passage of leucocytes; there was little room for 
doubt that the invading micro-organisms found here an open portal. 
He did not propose to reiterate what had been so well told by the in- 
troducers and speakers to the discussion with which he fully agreed; 
but he desired to refer to one or two points especially. First, the 
significance of chronic hypertrophy of the tonsils as a source of sec- 
ondary anemia from absorption of toxic products of the enormous 
numbers of septic and saprophytic micro-organisms in the crypts and 
tissues of the tonsils. They were so prone to have regard to the 
relatively insignificant mechanical effects of enlarged tonsils while 
altogether overlooking the really important fact that the boy or girl 
who had enlarged and diseased tonsils was suffering from a sort of 
chronic drain poisoning. The general systemic effects were very 
similar to those described by Dr. Tilley as the result of chronic acces- 
sory sinus disease in the nose, with which every rhinologist was so 
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familiar, with this difference, perhaps, that whereas accessory sinus 
disease was almost confined to adult life, the tonsillar affection exer- 
cised disastrous results on the more susceptible growing child. The 
importance of the nasal passages as the possible seat of latent diph- 
theria he had already touched upon in his opening address. He con- 
sidered that Dr. de Havilland Hall’s successful result with anti- 
streptococcus serum was attributable largely to its early administra- 
tion. He had long been convinced that if good results were to be 
obtained this serum should be used as antidiphtherial serum was used, 
that was, as soon as the infection was diagnosed, for if they waited 
till the blood cultures showed the presence of diphtheria bacilli they 
would never have had faith in antidiphtherial serum. The cases of 
lympho-sarcoma and lymphadenoma commencing in the larynx were 
full of significance, while those instances of renal disease attributed 
by Dr. Paterson to infective disease in the upper respiratory tract 
served to show how far-reaching were the consequences of such 
localized infection. An important lesson to be learned from Dr. 
Poynton’s investigations on the connection between tonsillar i2fection 
and rheumatic fever with arthritic and cardiac complications was the 
desirability of arresting the infective process while still localized in 
the upper respiratory tract. But of one thing he felt convinced, 
namely, that infective processes often remained localized in the ton- 
sils and other lymphoid tissues in or connected with the throat, and 
that these lymphoid aggregations, often a source of danger, were 
when healthy a valuable protective barrier which should not be heed- 
lessly removed without good reason. Finally, he alluded to the Von 
Babes’s researches demonstrating that pulmonary gangrene was 
sometimes due to infection from the retropharyngeal glands and ton- 
sils, and those observations of Kocher which showed that acute sup- 
purative osteomyelitis might be due to pyogenic infection through 
the tonsils. 
REPLIES. 


Dr. DE HAVILLAND HALL, in reply, remarked that Dr. Poynton had 
not, he thought, quite understood him. He said that rheumatism ran 
the course of an attenuated pyemia. By this he did not intend to 
convey that rheumatism was of pyzmic origin, but that in its symp- 
toms it resembled pyzemia ; indeed, as Hilton Fagge had pointed out, 
the differential diagnosis between the two diseases was sometimes 
quite impossible. Dr. Tilley’s remarks on the necessity of strict anti- 
septic precautions in the employment of surgical procedures in the 
upper respiratory tract should receive universal attention, and lead to 
a diminution of the lamentable cases of septic infection which had re- 
sulted from want of care. He had no experience of the connection 
between chronic atrophic rhinitis and renal disease, but it might pos- 
sibly be the explanation of some cases in which the etiology had not 
yet been demonstrated. As regarded Dr. Paterson’s suggestion that 
atrophic rhinitis led to tuberculosis, he would rather look upon the 
atrophic rhinitis and the tuberculosis as being due to a common vul- 
netability of the mucous membrane. He agreed with Mr. Woods 
that it would. not do that it should go forth to the world that this 
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Section regarded the mouth as part of the respiraory tract. If jt 
had been included he would have mentioned a case of acute septice- 
mia ending fatally resulting from carious teeth. As a pendant to 
Mr. Woods’s case of lymphadenoma he mentioned a case of sarcoma 
of the left tonsil which was followed by diffuse sarcomatosis, 


Dr. Josson Horne, in reply, expressed gratification at the discus- 
sion having brought out so much of interest. He thought that Dr, 
Poynton’s paper rather added to the importance of local treatment in 
all cases of. tonsillitis, in view of the danger of systemic infections, 
As regards pulmonary tuberculosis developing in the subjects of 
atrophic rhinitis with ozena, he was inclined to take the same view 
Dr. Paterson did in holding the nasal condition to be a causative fac- 
tor and not only a coincidence. Dr. Horne was glad to learn from 
Dr. Lamb that the side in the larynx to which he had drawn attention 
as a vulnerable point in infective endocarditis, Hodgkin’s disease, 
tuberculous lymphadenitis, lympo-sarcoma, had already been rte- 
garded in a similar light in typhoid fever. 

Davin McKrown: At the Cheltenham meeting of this Section I 
reviewed the commonly accepted theory of adenoid deafness and 
arrived at the following conclusions: First, that the theory was not 
what it claimed to be—complete—but covered only a part of the 
ground, and, secondly, that accepting it as complete, there was a 
difficulty not only in estimating the value of the different contributory 
factors, but even in naming them. : 

A consideration of the stenosal theory shows that these conclusions 
(if not stronger ones) may be affirmed of it; to such I now ask your 
attention. In a marked case of adenoids the open mouth is a promi- 
nent feature, and for a considerable period it was believed that respir- 
ation was in large measure buccal during both day and night. It is 
now, however, maintained that inspiration during sleep is in nearly 
every instance almost wholly nasal even where the respiration is 
buccal by day, even where the obstacles to nasal inspiration are so 
great as to prevent the requisite quantity of air from reaching the 
lungs, and even where the patient sleeps with the mouth open. It is 
this later view—almost exclusive nasal inspiration during sleep— 
which is the foundation of the stenosal theory, and in the following 
summary of that theory I take Mr. Parker as exponent. Wherever 
stenosis of the nostrils and naso-pharynx exists, that is, wherever an 
obstruction in these parts so diminishes the physiological air channel 
that it is insufficient to supply the requisite quantity of air to the 
lungs—nasal inspiration leads to diminution of the air pressure 
throughout that portion of the respiratory tract which lies behind the 
obstruction (including the Eustachian tubes and tympanic cavities), 
and this diminution of pressure brings about (a) enlargement of the 
blood vessels of the parts exposed to it; (b) sinking of yielding parts 
in the course of or in intimate relation with the respiratory tract. 
The teaching so far as deafness is concerned is that the deafness is 

due to diminished air tension; that this is proved by the membrane 
being invariably retracted ; that the insufficiency of air tension caused 
in the manner already explained exists during sleep, -and that it is 
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compensated for partly by the driving in of the tympanic membranes 
and perhaps of small portions of the tubes, and partly by the overfill- 
ing of the blood vessels ; that the hyperzemia leads in some instances 
to hypertrophy of the mucous membrane and of the tympanic mem- 
branes, and in other cases to a greater activity of the secretive glands; 
that in case of post-nasal growths alone the tympanum may recover 
itself during the day when buccal respiration is going on, and air is 
supplied to the tympanum during swallowing. 

The stenosal theory is fascinating both from its simplicity and its 
comprehensiveness, but it is not free from difficulties. 

1. It implies a groundless assumption. It takes for granted that 
in all cases (save those where the growths overlap the orificés of or 
inflammation extends up the Eustachian tubes) the growths are of 
sufficient bulk to prevent tht requisite quantity of air from reaching 
the lungs during sleep, and so causing diminished air tension. This 
assumption, however, is not in accordance with the facts. Cases in 
which operation is followed by marked improvement in hearing, al- 
though the adenoids are too small to give rise to respiratory troubles, 
are not uncommon. 

2. It cannot account for unilateral deafness. The explanation 
of this condition by the stenosal theory involves a contradiction in 
terms, and yet we are asked to accept it. Mr. Parker, in the conclud- 
ing chapter of his book on adenoids, when referring to the methods 
of operation, says: “There is one point, however, I would strongly 
insist on, and that is, the impossibility of effecting a thorough re- 
moval with a Gottstein’s curette or finger nail without chloroform or 
under gas. I have examined very many cases done by these methods 
by various operators, and have hardly ever failed to find some con- 
siderable amount of growth left, and have often noticed that the deaf- 
ness is in consequence only temporarily or partially benefitted. I 
have found, too, that one ear may have improved, whilst the other has 
remained stationary, and I now always feel sure before looking that 
considerable stenosis has been left on the unimproved side.” These 
statements are remarkable for their sweeping and confident character, 
but on the present occasion they may be disposed of in a few words. 
Adenoids causing deafness do so according to the stenosal theory by 
diminishing the air tension in the respiratory tract (behind the ob- 
struction) as a whole. There cannot be a difference in the air ten- 
sion of the two lateral halves of the respiratory tract with a corres- 
ponding difference in consequences ; but the explanation of a unilat- 
eral deafness by the theory in question necessitates the admission of 
this impossibility. A unilateral deafness could be accounted for by 
the stenosal theory in one, and only one, condition—namely, where 
the respiratory tract is divided into two lateral halves completely 
separated from each other by a partition wall impermeable to air, 
and extending from the septum to the commencement of the bronchi. 
In short, Mr. Parker’s concluding statement is a refutation of the 
stenosal theory. 

8. Invariable retraction of the membrane has not been established. 
The theory affirms invariable retraction of the membrane. In this 
warranted? Is depression a condition which by our present method 
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and appliances can be diagnosed with certainty? Is the physiological 
position itself invariable—absolutely- the same throughout the race, 
absolutely the same in the individual throughout life? Universal 
affirmation of depression must rest on observation accurately con- 
ducted, of instances so numerous and varied as to warrant a general- 
ization, and showing in every instance an unmistakable depression, 
But the diagnosis is not always a matter of certainty. In well- 
marked cases there is no doubt but between the maximum retraction 
and the physiological position there is a considerable range, and in 
the neighborhood of the physiological position a reliable diagnosis 
may with our present method and appliances be difficult, if not im- 
possible. In the latter cases we may, unconsciously it is true, be 
helped in our opinion by other considerations than those afforded by 
inspection. With adenoids we expect retraction, and the expectation 
may in some cases assist in its discovery. 

4. The alleged invariable retraction of the membrane is put for- 
ward as conclusive proof that the deafness is due to diminution of air 
tension. This implies that retraction signifies diminution of tym- 
panitic tension, but without indicating whether the diminished tension 
is of the past or the present. The interpretation of a depression of 
the membrane in relation to the tympanitic tension has been regarded 
as a simple matter, but it is a difficult problem. A retracted mem- 
brane gives no indication of the state, normal or diminished, of the 
tympanic air tension. The most that can be claimed (not admitted) 
is that it is at once the consequence and the evidence of a one-time 
diminution of pressure; the pressure may have continued subnormal, 
or it may have reached the normal whilst the membrane retains its 
faulty position. But does depression of a membrane warrant us in 
affirming that there ever was a diminution of the tympanic tension? 
The problem is a pneumatic one. In an air-containing cavity whose 
capacity is capable (by reason of a movable side) of variation, the 
tension is dependent on and determined by two factors—(a) quantity 
of contained air, and (b) containing capacity. The tension may be 
increased or diminished by alterations in either of these factors, but 
for our present purpose we need consider only diminution of the 
quantity of contained air and diminution of capacity. Diminution of 
the quantity of air without change in capacity causes diminished air 
pressure, whilst diminution of capacity, the quantity of air remaining 
the same, will increase the pressure. Thus these two processes— 
withdrawing air (lowering pressure) and diminishing the capacity 
(increasing pressure )—tend to neutralize each other, and by. propor- 
tioning them the air may be diminished in quantity without altering 
the tension, the diminution in capacity neutralizing the reduction in 
the quantity of the air. In this case the movable side sinks or be- 
comes depressed simultaneously, and in a corresponding degree with 
the withdrawal of air, and is effected without the intervention of a 
diminished air tension. We now come to the aural question. The 
tympanum with its annexes—the mastoid, antrum, and cells—is sucli 
a cavity as we have been considering. It is air-containing, has a 
movable wall—the membrane—through whose agency its capacity 
may vary. Its air may under certain circumstances become reduced 
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in quantity, entailing a depression of the membrane. What is the 
significance of a depressed membrane viewed in relation to the tym- 
panic air? It invariably indicates a reduction in its quantity. But 
a reduction of the quantity of contained air must not be confounded 
with a reduction of its tension. The tension may or may not be 
lowered; whether it is or is not depends upon the extent to which the 
cavity capacity has been diminished by the depression of the mem- 
brane. The following proposition indicates at least some of the rela- 
tions of a depressed membrane to the tympanic tension : 

1. The reduction of the quantity of contained air and the diminu- 
tion of the tympanic cavity may proceed simultaneously and pari 
passu, so that from beginning to end the tension remains unaltered 
—that is, there would be a depressed membrane, although there was 
not, and never had been, a diminished air tension. 

2. The situation up to a certain point may be as above described, 
but beyond that point the diminution of the cavity fails to keep pace 
with the reduction of the quantity of the contained air leading to a 
diminution of tension which may persist until the time of examina- 
tion. Here we have retracted membrane in the earlier stage without, 
and in the later stage with, diminution of tension. 

3. From the beginning to the end there may be a disparity be- 
tween the two processes, so that the reduction of the air exceeds the 
compensating diminution of the cavity, and results in a diminution 
of tension—that is, with the retracted membrane there is a concurrent 
diminution. 

{, The diminished air tension just referred to may, by ameliora- 
tion of the pathological conditions, be raised to the normal, whilst 
the membrane retains its faulty position. In this instance, with re- 
tracted membrane, the tension is, in the earlier stages, diminished, 
and in the later stages undiminished. 

It is thus plain that mere retraction of a membrane indicates in 
relation to the tympanic air one, and only one, fact, namely, that its 
quantity has been reduced. Mere retraction gives no information 
whatever as to the state—present or past—if the tympanic tension. 
Depression of the membrane may not inaptly be described as an auto- 
matic process by which the intratympanic tension is up to a certain 
point maintained. If a depressed membrane warrant an inference 
as to tension, it must be by reason of some peculiarities which it pre- 
sents, What are the characteristic signs, first, of an existing dimin- 
ished tympanic tension ; and secondly, of a past diminished tympanic 
tension? It might seem at first sight that the degree of the depres- 
sion would afford us some help, but a little inquiry shows how value- 
less it is. Whether in a given case there is a diminution of tympanic 
tension depends upon the answer to two questions: First, By what 
quantity has the contained air been reduced? Secondly, to what 
extent has the capacity of the containing cavity been diminished by 
the depression of the membrane? If the second be sufficient to 
neutralize the first, the tension is normal ; but if it be insufficient then 
the tension is lowered. How far we are from being able to answer 
these questions will be seen when we remember that the air-contain- 
ing cavity is the tympanum f/us-its annexes, the antrum and mastoid 
cells; that the capacity of the antrum and mastoid cells varies within 
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wide ranges, from the sclerosed to the pneumatic mastoid ; that in an 
individual instance we are unable to estimate it even approximately ; 

that being unable to estimate the capacity of the cavity, we cannot 
tell by how much it has been reduced by the depression of the mem- 
brane, and are therefore unable to balance the diminution in capacity 
with the reduction in quantity of the air ; that a moderately depressed 
membrane may be as or more significant in one case (say a sclerosed 
mastoid) as a greatly depressed membrane in another (say a pneu- 
matic mastoid) ; that no method has been suggested by which the 
reduction in quantity of the air can be estimated. 

5. If the stenosal teaching be sound, the history of adenoid deaf- 
ness should be one of diurnal periodicity, the patient rising deaf from 
diminished air in the tympanum, the result of hours of sleep, and 
going to bed at night hearing comparatively well in consequence of 
the restoration, complete or partial, of the tympnic air tension ef- 
fected by the repeated acts of swallowing during the day when buccal 
respiration renders the naso-pharyngeal tension normal. But such 
is not the history of patients. 

6. The theory is inconsistent with the immediate auditory results 
of operation. With (a) the immediate improvement in cases where 
the membrane is not perforated. It is admitted that, except in the 
rare cases of greatly enlarged tonsils, the air tension in the respira- 
tory tract is not diminished during the day time when respiration is 
buccal; consequently, at the time of the operation it was normal, and 
the operation effected no change in it. The immediate improvement 
in hearing is therefore inexplicable by the stenosal theory. And 
with (b) the immediate improvement taking place in cases where the 
membrane is perforated. This improvement is not covered by the 
theory, because the membrane being perforated the tympanic air ten- 
sion would be unaffected by the operation. 

In the paper reviewing the commonly accepted theory of adenoid 
deafness, I arrived at the conclusion that even accepting that theory 
it was difficult to name the contributory factors. What was said 
upon that subject is applicable to the stenosal theory. 

Diminution of the intratympanic tension is assumed as a great cen- 
tral fact in both theories; and even as regards it, we are in a given 
case unable to say whether it is an existing agency, or one which 
has been spent in effecting changes in the membrane chain of ossicles, 
intratympanic muscles, and mucous membrane. 

. We may now with advantage glance at a couple of points in refer- 
ence to the foundation upon which the stenosal theory rests. 

1. Why is inspiration during sleep wholly, or almost wholly, nasal 
where the mouth is widely open, w ae the nasal channel is insufi- 
cient to supply the requisite quantity of air, and where the respira- 
tion is buccal by day? Why does the air not rush in through the 
open mouth? 

Mr. Parker, at the suggestion of Dr. McDonald, conducted a 
series of observations on the respiration during sleep of patients 
with post-nasal adenoids, and he has published the results in a book 
to which I have already referred. I have searched this work for an 

answer to the question, and the only one I can find is this, “There 








id 


“"q- 


he 


its 
ok 
an 
are 











SOCIETY PROCEEDINGS. 


indeed seems to be a very overpowering instinct in favor of breath- 
ing through the nose, which during sleep, when the will power is 
suspended, strongly asserts itself,” and he quotes McDonald, “That 
the instinct of nose-breathing appears to assert itself in spite of 
sometimes great difficulties, and especially during sleep. 

What are we to say about this doctrine of a “very overpowering 
instinct?” We know that-if an air-containing cavity which is in 
communication by two channels with the atmosphere have its capacity 
increased there will be an immediate inrush of air through the two 
channels if permeable until equilibrium of pressure has been estab- 
lished, and that if only one inlet be used it is because there is an ob- 
struction at.some point in the other. We have been so accustomed 
to observing patients with nasal obstruction keep the mouth open 
during waking hours and breath through the mouth that the associa- 
tion of the ideas open mouth and buccal respiration has become very 
strong, but we must be on our guard against assuming (1) that an 
open mouth means an open channel for buccal respiration, and (2) 
that the absence of buccal respiration when the mouth is open is due 
to the intervention of some mysterious agency—‘“a very overpower- 
ing instinct”—and not to a mechanical obstruction. 

Although the lungs have two potential channels for their air sup- 
ply, namely, the nose and the mouth, they have only one physiological 
the will can so mould the buccal walls as to form and keep open the 
supplementary air channel, but when during sleep the will power is 
entrance for quiet respiration—the nose. When the patient is awake 
suspended the ordinary laws of nature have free play, and gravity 
and the suction of inspiration combined may bring the tongue into 
contact with or proximity to the palate, and thus mechanically block 
or obstruct the potential mouth channel and so account for the ab- 
scence or presence of only a slight degree of buccal respiration when 
the mouth is widely open. The present state of scientific knowledge 
compels us to reject the explanation of “a very overpowering in- 
stinct” until it has been proved that the mouth air channel remains 
during sleep open and permeable. 

2. Is inspiration during sleep in the great majority of cases 
wholly or almost wholly nasal where the mouth is widely open, where 
the nasal channel is insufficient to supply the requisite quantity of air 
and where the respiiation is buccal by day? This is a question of 
fact, and is to be answered by observation and by observation alone. 
Mr. Parker has replied in the affirmative after an investigation of 50 
cases. When I read this paper I accepted his facts, although I could 
not subscribe to his explanations, but some recent observations have 
given reason for asking whether the facts might not be open to criti- 
cism. We must therefore consider his method of investigation, 
which he states as follows: “The means employed to determine 
whether the current of air was entering through one or both nostrils 
or through the mouth was simply by thinning out a small piece of 
cotton wool, twisting up one and end making the other spatulate, but 
all so delicate that the slightest breath of air would move it. This 
broader end was held first in front of the moyth and then in front 
of each nostril, and its movements readily showed through which 
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passage or passages the air was entering; and the amount of air 
entering each passage could in great measure be gauged by the force 
with which the cotton wool was blown from and sucked towards the 
opening of the passage.’ The method is not one of precision and in 
the absence of further details the reported observations cannot be 
accepted as free from doubt. No information is given as to the area 
of (a) the wool fan (b) of the buccal opening or (c) of the anterior 
nares. And yet-these are important points. A fan large enough to 
cover one nostril and to receive the whole of its inspiratory and ex- 
piratory current might cover only a small part of the orifice of the 
widely open mouth and so be acted upon by only a small portion of 
the buccal inspiratory and expiratory current; in such a case the ob- 
servation is valueless. Not only the area but also the shape of the 
wool fan is to be considered. To be of value our observations must 
be of similar circumstances—the fan must in the different cases oc- 
cupy the same relation to the margins of the orifices. A more or less 
flat fan would lie in apposition with or close proximity to the entire 
boundary of an anterior nares, but it could not occupy a similar posi- 
tion with the buccal boundary: the shape of the buccal orifice— 
prominent in the median line and retreating towards the angles— 
precludes it; whilst the fan and the buccal boundary are in apposi- 
tion or close proximity in the median line they are separated laterally 
by a distance increasing as we proceed outwards until the angle is 
reached. Such a faulty position of the fan would vitiate the obser- 
vation. It may be that Mr. Parker’s observations were so conducted 
as to preclude the errors we have been considering, but until we 
know that they were we are not justified in drawing conclusions 
from them. It is desirable that another series of observations should 
be conducted and that the report should give such details as would 
enable us to form an opinion as to the possibility of error having 
crept in and that the results should, if possible, be verified or con- 
trolled by another method of investigation. Another method is avail- 
able, and it may in certain cases give results which cannot be ques- 
tioned. Air may pass by all or any of three orifices—the mouth and 
the two anterior nares. If the allegation be true that inspiration is 
entirely or almost entirely nasal, then placing over the mouth an 
impermeable covering would not materially affect inspiration, whilst 
the blocking of either or both nostrils where inspiration was insuff- 
cient would lead to great distress. Such results would be valuable. 
Results at variance with the teaching would also be of great im- 
portance. 

Seven casual observations of this character have come wider my 
notice (July, 1902). They were all of patients who had had post- 
nasal adenoids removed, and whom on going through the wards I 
found asleep with the mouth open. In each instance I closed both 
nostrils simultaneously by compressing the nose between the thumb 
and forefinger, and the closure was repeated several times. Five 
continued asleep with no marked disturbance of respiration, the 
other two patients almost immediately gave signs of awakening. 
Now the respiration of the five ntust have been mainly buccal, since 
blocking of the nares was practically without effect. The awaking 
of the other two may have been due to want of air caused by the 
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blocking of the nostrils, the mouth giving an insufficient supply. It 
must, however, be remembered that these patients may have been 
roused by the irritation of contact (fingers and nose) in persons who 
were not sleeping soundly. I may add that a nurse has reported to 
me another case to be added to the above-mentioned two. The 
group of five thus affords definite and unimpeachable results which 
are adverse to the stenosal contention, whilst the explanation of the 
other three is doubtful. 

Since writing the foregoing, an interesting observation has come 
under my notice. A patient several times showed signs of awaking 
almost immediately upon compression by the finger and thumb, but 
remained apparently undisturbed when the nares were closed by plac- 
ing two fingers over them; the disturbance during compression was 
evidently not caused by cutting off the air supply. 

From these instances no conclusions can be drawn upon the ques- 
tion of the almost exclusively prevalence of nasal inspiration during 
sleep, but they strengthen the case which has been made for further 
and more conclusive observations than those recorded. 


Mr. Rosert Woops pointed out that adenoid growths when pres- 
ent in any considerable mass relieved the soft palate from the neces- 
sity for making its proper excursion, and thus the palatal muscles 
became lazy and in time paretic. In his option adenoid deafness was 
due quite as much to this condition of the palatal muscles interfering 
with the proper opening of the Eustachian tube as to the adenoids 
themselves. 

The Presipent said he did not consider the stenosis caused by the 
growths to be the cause of the deafness, he attributed it rather to 
catarrhal conditions of the mucous membrane spreading up the 
Eustachian tubes, and resulting in retraction of the membranes. He 
agreed with Mr. Woods that defective action of the palatal muscles 
was a contributory cause. The mechanical action of the adenoids 
could no longer be regarded as a chief cause, there might be little 
growth and yet marked deafness and vice versa. 


Dr. E. J. Mourrs. A most important consideration from the 
point of view of treatment is the exact seat of the disease. It is 
beyond dispute that extralaryngeal malignant tumors—that is, tumors 
involving the epiglottic region—are not amenable to the same meas- 
ures as endolaryngeal growths. 

I will consider, first, extralaryngeal growths. The most important 
point in every case is the establishment of an early and exact diag- 
nosis. We know that it is not always easy, especially in the early 
Stages, to recognize a malignant growth with such certainty as to 
justify active treatment. The microscopist is often in doubt as to 
the nature of an excised fragment, for one reason or another, and so 
it is important when the clinical signs suggest malignancy to remove 
successive fragments from a sufficient depth and to submit them to a 
histological skilled in the examination of malignant degenerations of 
the laryngeal mucous membrane. Only thus shall we be in a posi- 
tion to initiate energetic treatment while there is’ still some chance of 
success. 
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Not rarely malignant disease begins near the free edge of the 
epiglottis, on its lingual and laryngeal surface, and the patient may 
come to consult us whilst the growth is still very limited. In sucha 
case it may be removed with the snare or cutting forceps, after the 
application of cocaine and adrenalin. There is not generally much 
pain or bleeding. When the growth has extended a little further 
down, involving almost the whole epiglottis, the base of the tongue, 
and perhaps even the glosso-epiglo ttic folds, especially the median 
one, it becomes necessary to perform an external operation, in order 
to remove the disease completely. For this purpose I prefer trans- 
hyoid pharyngotomy, as rcommended by Gussenbauer and revived 
by Vallas of Lyons. 

The operation is one of the simplest and easiest to perform, and is 
practically bloodless. A vertical median incision is made extending 
from just below the symphysis mentis downwards to that point of 
the trachea, where it will be necessary, presently, to introduce a can- 
nula. The tissues are divided layer by layer in the middle line, and 
I would even advise the division of the hyoid bone in the middle line 
with the help of a pair of strong shears before opening the trachea; 
and it is only when I have reached the base of the tongue that I intro- 
duce an ordinary tracheotomy tube. This is done under superficial 
auzsthesia, so that the patient may cough up any blood that finds its 
way into the air passages, and this being accomplished the anzsthesia 
is depended, and the base of the tongue, which at this level is quite 
thin, is divided by a vertical mesial incision. By drawing the two 
halves apart the epiglottis is easily exposed ; it is then drawn forward 
by a finger introduced into the wound and removed. An energetic 
application of the curette and the thermo-cautery completes the 
eperation. The two halves of the tongue are then sutured with cat- 
gut, the parts of the hyoid bone are held together by stitching the 
muscles above it and below, and, finally, the skin is stitched with 
horsehair. 

It is better to leave the tracheotomy tube in for some days, but it 
is unnecessary to feed the patient through an cesophageal tube. I 
have had no trouble with swallowing in my cases, and this would be 
more likely to occur during the days immediately following the oper- 
ation than later, when the post-operative swelling has disappeared. 

This operation may be considered an ideal one, inasmuch as it 
gives access for the removal of enfeebled glands, if such exist, in the 
neighborhood of the hyoid bone. It will not, of course, always pre- 
vent recurrence any more than any other radical operation. It is 
interesting to know what becomes of these cases some months or 
even years after operation. In one of my patients a curious deform- 
ity developed. It consisted in a sort of antero-posterior elongation 
of the glottic region, so that the glottis was reduced to a slip, to 
which the movement of the arytenoids was no longer capable of im- 
parting the usual form of an isoceles triangle. The aspiration of the 
ary-epiglottic folds interfered with respiration so much that it be- 
come necessary to introduce a tracheotomy tube; but after a time the 
glottis gradually regained its normal form almost completely and the 
tube was removed. 
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May spring from the vocal cords, the ventricular bands, or the ary- 
tenoid region. Tumors of the cords are, I think, much less malig- 
nant than those which grow from other parts of the mucous mem- 
brane and admit of a better prognosis. With regard to the endo- 
laryngeal method of treatment, in spite of the observations of Fraen- 
kel and a few others, I entirely agree with the majority of experi- 
enced laryngologists in regarding it as quite inapplicable. 

Unfortunately microscopic examination of fragments of growth 
does not yet enable us to distinguish degrees of malignity sufficiently 
to choose those cases in which operation offers a fair chance of suc- 
cess, and this to my mind explains the fact that the endolaryngeal 
method has scored some cuccesses whilst in cases treated by .external 
operation there have been many more fatal recurrences. 

Tracheotomy ought not to be regarded as a mode of treatment for 
cancer of the larynx; it is merely a palliative operation for prolong- 
ing the patient’s life more or less, and gives its best results when the 
tumor is situated in the interior of the larynx. 

Thyrotomy has been reinstated in favor as a methed of treatment 
in cancer of the larynx by the work of Sir Felix Semon. The indi- 
cations for this operation are definite; it ought to be reserved exclu- 
sively for malignant growths originating in the interior of the larynx, 
and especially for tumors of one or other of the vocal cords. When 
one of the ventricular bands is affected, when there is peripheral in- 
filtration, still more when the corresponding arytenoid cartilage is 
fixed, or when there are signs of perichondritis, it is unsuitable and 
ought to be rejected as a means of cure. On the other hand in a 
suitable case it is an operation to advise and to perform. I will 
briefly describe my method. 

The patient having been anzsthetized his head is bent firmly back- 
wards and a roll of sheeting is placed under his shoulders. His 
chin, covered with an aseptic compress, is held in position by an 
assistant. The field of operation having been sterilized in the ordi- 
nary way a vertical median incision is made from the hyoid bone to 
the episternal notch. The incision must be exactly in the middle line. 
Beneath the skin and superficial fascia one finds above the prominence 
of the thyroid cartilage and the thyro-hyhoid membrane, and below 
if one has hit the middle line the intermuscular septum, which one 
divides with the knife. At this depth one finds some superficial 
veins and frequently some small arterial branches manent to the 
thyroid gland. They are necessarily divided and clamped, to be tied 
later before opening the air passages. The thyroid isthmus should 
then be divided exactly in the middle line; the sharp bleeding which 
ensues is easily controlled by pressure. Before opening the larynx 
it is a good plan to separate the tissues gently on each side from the 
wings of the thyroid cartilage and thoroughly expose the thyro- 
hyoid and crico-thyroid membranes. All bleeding having been ar- 
rested, one opens the trachea below the first or second tracheal ring 
and introduces a cannula—Trendelenburg’s, Hahn’s or, as I very 
much prefer, an ordinary tracheotomy tube. Just before the intro- 
duction of the tube the patient is allowed to recover partly from the 
anesthetic so that he may cough up any blood which enters the 
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trachea. As scon as the cough subsides the anesthesia is deepened 
again. With Hahn’s cannula it is necessary to wait ten or fifteen 
minutes to allow the sponge to swell. It is well not to dilate a 
slender trachea too much, or an alarming syncopal condition is liable 
to supervene, with arrest of respiration. With an ordinary tube such 
as I use there is no risk of this. 

It is important that during the subsequent stages of the operation 
the patient should be allowed now and then to partially recover his 
tracheal reflex in order that he may be able to expel any blood or 
mucus which may find its way into the air passages. In this way the 
operator is kept informed of what is going on in the trachea, and this 
is important both for the immediate success of the operation and for 
the avoidance of complications. Next the crico-thyroid membrane 
and thyroid cartilage are divided in their whole extent, and if possi- 
ble rapidly with the same stroke exactly in the middle line, the wings 
of the cartilage are gently pulled apart, and a strip of gauze, soaked 
in 20 per cent cocaine and 1 in 10,000 adrenalin, is introduced into 
the larynx. After waiting for one or two minutes, so as to allow 
the cocaine and adrenalin to take effect, the halves of the divided 
thyroid cartilage are gently pulled apart so as to expose the interior 
of the larynx. The cricoid cartilage ought always to be left intact. 
On examinating the larynx the operator finds, as was long ago 
pointed out by F. Semon, that the growth is much larger and has a 
much more extensive attachment than was indicated by the view in 
the laryngeal mirror. The diseased tissues are removed with scis- 
sors, bistoury, or some other cutting instrument, and the base of 
attachment is thoroughly curetted or even burned with the thermo- 
cautery. The red-hot iron has the advantage in these cases of com- 
pletely stopping bleeding, and so favoring immediate union. The 
operation being finished, the two halves of the thyroid cartilage are 
brought together as exactly as possible, and kept in position by cat- 
gut stitches passed through the cartilage. The muscles are stitched 
with catgut, and the skin with horsehair. ‘Till quite lately it has 
been usual to leave the tracheotomy tube in position for several days 
in order to avoid any respiratory embarrassment which might result 
from inflammatory swelling. Of late, however, I have closed the 
wound completely, and dispensed with the tubes, leaving only a small 
button-hole of the wound open at a point corresponding to the wound 
in the trachea. The button-hole includes the skin and subjacent 
tissues, but the wound in the tissue is always sutured. I did not 
adopt this practice of immediate suture of the wound till I had satis- 
fied myself, by laryngoscopic examination on the evening of the day 
of operation, or next day, that the entrance of the larynx was large 
enough for respiratory purposes during most of the time, The 
object of leaving a button-hole in the lower part of the wound is to 
avoid the occurrence of emphysema. For the first twenty-four or 
forty-eight hours a skilled assistant ought to be placed in charge ot 
the patient, so that in the event of serious respiratory embarrassment 
arising he may at once replace the tracheotomy tube. It is not diffi- 
cult to understand how the precautions I have described are calcu- 
lated to hasten healing and to avoid the occurrence of the broncho- 















SOCIETY PROCEEDINGS. 


pneumonia which occasionally follows operation on the upper air 
passages. Thyrotomy, according to this improved method, has of 
late years been of the greatest service to me. 
patient from the operation, and healing has been very rapid. 

When the tumor has extended beyond the limits which we have 
just described, it may be necessary to interfere more exténsively. 
Thus, if, during the performance of thyrotomy, one finds malignant 
degeneration of part of the thyroid cartilage—one of its ala, for in- 
stance—one ought to excise the affected region freely, or, if neces- 
sary, even remove half the larynx. 
store the laryngeal tube either by stitching together the remaining 
parts of the thyroid cartilage, or, if half of the organ has been re- 
moved, by allowing the operation wound to heal in such a way as to 


leave a passage. 






I have not lost a single 


Afterwards one must try to re- 


Generally speaking, the half of the larynx which is left continues 
to discharge its function as before, whilst the half which has been 
removed is replaced by cicatrical fibrous tissue. 
pense with the tracheotomy tube, as I saw in Professor Gluck’s prac- 
tice in Berlin, the patient being able to breathe through the new cica- 


trical channel. 


One may even dis- 


If at any time his breathing becomes embarrassed he 


can introduce a dilator, which he carries constantly in his pocket, and 
push over the sound ale of the thyroid cartilage, so as to allow of 
the entrance of air from the outside, and avoid the threatening dan- 


ger of stenosis. 


If the whole of the thyroid cartilage is involved operation is more 
questionable, not that interference need necessarily be fatal in itself, 
at least immediately, buf because the results are not very enncourag- 
ing. The majority of patients who have survived, with some rare 
exceptions, died within two or three years after the operation, some 
of recurrence, others of secondary affections, broncho-pneumonia, 
cerebral hemorrhage, etc. 
the unfavorable conditions under which the operation was _ per- 
formed? Possibly so, for often the pharynx, and even the cesopha- 
gus and base of the tongue and,the neighboring glands are affected. 
s0 that the circumstances are obviously unfavorable to an operation 
of the kind in question It is certain that in order to have a good 
chance of success it would be necessary to operate whilst the tumor 
is still limited to the larynx, and has not invaded neighboring parts. 

Having decided to operate, the best method is, I think, that recom- 
mended by Périer, which consists in making a T-shaped incision on 
the front of the neck, the vertical median cut as described for 
thyrotomy, the horizontal cut transversely across the hyoid region. 
These incisions are deepened to the cartilages of the larynx. 
sidering the larynx as a tumor to be removed, one strips the muscle 
from its external surface as far as the level of the inferior constrictors 


of the pharynx. 


Ts this want of success to be attributed to 


The larynx thus only remains attached posteriorly 


to the mucous membrane of the pharynx.and cesophagus, and below 
to the trachea, which has not yet been opened. 
be separated from the cesophagus with the aid of a blunt dissector 
and the finger ; then, a thread having been passed through it with the 
help of a Reverdin’s needle, it is drawn forward and divided trans- 


The trachea should 
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versely throughout the first ring below the cricoid cartilage, a special 
large tube being introduced into the stump, through which the ad- 
ministration of chloroform is continued. The larynx is separated 
posteriorly from the mucous membrane of the pharynx, and the great 
cornua of the hyoid bone are divided, and the epiglottis is removed 
or left as its condition requires. 

Finally, the tracheal ring is stitched to the surface of the skin, and 
the anterior wall of the cesophagus is similarly fixed to the lower 
part of the thyro-hypoid membrane, a procedure which has the ad- 
vantage of shutting off the laryngeal wound entirely from the buccal 
cavity, and so lessening the risk of secondary. infection. See my 
Lecons sur les Maladies du Larynx, 1890. Thus one is enabled to 
close the wound pretty completely above the tracheal cannula leaving 
merely a drainage opening to facilitate the escape of the liquids which 
nearly always form after the operation, and also to lessen the risk of 
infection which might occur from the early separation of the stitches 
binding the cesophagus to the floor of the mouth. The only disad- 
vantage of this proceeding is that it renders more difficult the appli- 
cation of prothetic appliances ; but we know, alas! how little is to be 
expected from them. In this correction I may say that the rhino- 
tracheal prothetic appliances shown by Professor Gluck of Berlin at 
the International Medical Congress held in Paris in 1900 is the best 
yet introduced for cases of laryngectomy. When the laryngectomy 
wound has healed there remains in place of the larynx a large fistu- 
lous channel in the front of the neck communicating with the base 
of the tongue and the pharynx. In order to make good this defect, 
Professor Gluck has devised a plastic operation which, as I have 
seen at his clinic, gives excellent results. 

Such are the means at our disposal for combating this terrible dis- 
ease. Unfortunately, even in favorable cases, when the tumor does 
not recur after laryngectomy, the patient finds himself in such a con- 
dition of inferiority to his fellows, that he may with some reason ask 
himself, at least in certain cases, whether death would not have been 
preferable to such an existence as is left to him. 

In conclusion, let me again insist upon the supreme importance of 
early diagnosis. 


Otorrhea.—E. L. Matrua—Zv%e Cincinnati Lancet-Clinic, June, 
1903. 


The author lays great stress upon the importance of every case of 
discharge from the ears, and he points out in a brief manner the 
various conditions that may arise by a failure to recognize the im- 
port of the trouble or from neglect to properly treat. 

STEIN. 




















































BIBLIOGRAPHY. 


It is our purpose to furnish in this Department a complete and reliable record of the 
world’s current literature of Rhinology, Laryngology and Otology. 

All papers marked (*) will be published in abstract in Tuz LarynGoscors. 

Authors noting an omission of their papers will confer a favor by informing the Editor. 


I. NOSE AND NASO-PHARYNX. - 

Creu, S. A Canula for Lavage of the Naso-pharynx, to be introduced 
through the Nose. Arch. Jtal. di Laryngol. (Naples). Vol. xxiv, No. 1 

Cottier, Mayo. Latent or Intermittent Nasal Obstruction. Journ. of 
Laryngol. (London). March, 1904. 

Incerman, S. (New York). Primary Epithelioma of the Nasal Fossz, with 
Report of a Case. Ann. Otol., Rhinol. and Laryngol. Dec. 1903. 

Locxarp, L. B. (Denver). Platinum Rhinitis. Ann. Otol., Rhinol. and 
Laryngol. Dec., 1903. 

Martuscett1, G. An Unusual Case of Nasal Tuberculosis. Arch. Ital. di 
Laryngol. (Naples). Vol. xxiv, No. 1. 

Quiusy, C. E. A Factor in the Etiology of Distorted Nasal Septa. Med. 
News. March 12, 1904. 

Renner, W. Scorr. Tertiary Syphilis of the Nose and Pharynx. N. Y. 
and Phila. Med. Journ. March 12, 1904. 

II. MOUTH AND PHARYNX. 

Betpen, H. E. (New Orleans). Methods of Controlling Hemorrhage of the 
Oral Cavity. Am. Med. Assn. Feb. 13, 1904. 

Somers, Lewis S. The Recognition and Treatment of some of the Pharyn- 
geal Lesions of Syphilis. Med. News. March 12, 1904. 

Sorco, Josep. Ueber Behandlung der Kehlkopftuberculose mit re reflec- 
tirtem Sonnenlichte. Wiener Kl. Wehnschr. Vol. xvii, No. 1. 

SuneH1ko, Ito.* Ueber primare Darm-und Gaume-tonsillentuberculose. Ber- 
liner Klin. Wehnschr. Vol. xli, No. 2, page 37. Jan. 11. 


Ill. ACCESSORY SINUSES. 


Rosertson, CuAs. M. Headache from Non-Suppurative Inflammation of the 
Sinuses of the Nose. Journ. Am. Med. Assn. March 5, 1904. 


IV. LARYNX AND TRACHEA. 

ALEXANDER, ARTHUR. Ein Fall von Recurrenslahmung bei Mitral Stenose. 
Berliner Klin. Wchnschr. Vol. xli, No. 6, page 135. Feb. 8. 

Anos, E. P. Chondro-perichondritis of the Larynx. Arch. Ital. di Otol. 
(Turin). Vol. xiv, No. 1. 

Avuverney, A. G. Histological Studies in Paralysis of the Vocal Cords. 
Arch. Ital. di Laryngol. (Naples). Vol. xxiii, No. 4. 

Bracct. Influenza of the Larynx in Singers. Arch. Ital. di Otol. (Turin). 
Vol. xiv, No. 3. 

Catamipa, U. Lipoma of the Larynx. Areh. Ital. di Otol. (Turin). Vol. 
xiv, No. 2. 

Metz, U. A Case of Bilateral Paralysis of the Recurrent Laryngeal with 
aed of the Esophagus. Arch. Ital. di Laryngol. (Naples). Vol. xxiii, 
No. 3. 

De Pontutere, M. L., pe CHarteroy.* Tuberculosis of the Larynx and the 
Tuberculine of Denys. Ann. mal. de lorcille, du larynx, du nex et de 

_ pharynx, (Paris.) Aug., 1903. 

SHELLENBERG, M. Cancer of the Larynx and of the Breast. Med. Times. 
March, 1904. 


VY. DIPHTHERIA, THYROID GLAND AND ESOPHAGUS. 
Boutay AND GasNnE. Two Cases of Foreign Bodies in Young Infants. Ann. 


d mal. de Voreille, due larynx, due nez et du. pharynz (Paris). Sept., 
1903, 





336 BIBLIOGRAPHY. 


' 
SCHEPPEGRELL, W. (New Orleans). Diphtheria of the Nose. Am. Med 
Assn. Feb. 13, 1904. ; 
Zuppincer, Kart A. Ueber den Wert der Schutzimpfung gegen Diph- 
theritis. Wiener Klin. Wcehnschr. Vol. xvii, No. 2, page 31. 


VI. EAR. 

3ARAJAS, Lucien. Study of Cholesteatoma of the Middle Ear. Journ, of 
Ophthalmol., Otol. and Laryngol. Jan., 1904. 

CompaireD, M\* (de Madrid.) Congenital Imperforate Auricular Canal, 
Operation. Cure. Ann. mal. de Voreille. larynx. nez et due pharynx 
(Paris). Oct. 10, 1903, page 352. ? 

CuLpertson, R. L. Removal of the Cochlea. Journ. Ophthalmol., Otol. and 
Laryngol. Jan., 1904. 

Dickey, Perry. Functional Tests of the Hearing. Hom. Eye, Ear and 
Throat Journ. March, 1904. 

HABERMANN (Trans. by C. Loeb). The Pathology of the So-called Oto- 
sclerosis. , Ann. Otol., Rhinol. and Laryngol. Dec, 1903. 

Huser, Francis H. Otitic Serous Meningitis, Lumbar Puncture, Recovery, 
Ann. Otol., Rhinol. and Laryngol. Dec. 1903. 

Lewis, F. Park. Modern Management of Inflammation of the Middle Ear 
and Contiguous Structures. Buffalo Med.. Journ. March, 1904. 

Mancrora, T. Acute Otitis in Italy. Arch. Ital. di Otol. (Turin). Vol. 
xiv, No. 2. 


Vil. MASTOID AND CEREBRAL COMPLICATIONS. 
Foucuer, A. A, Les Injections Interstitielles De Parraffine Pour La Cor- 
rection De Certaines Difformites. L’Union Med. du Canada. Dec. 1903. 
OPppoNHEIMER, SEYMOUR. Mastoid Disease and Cerebellar Abscess. Am, 
Otol., Rhinol. and Laryngol. Dec., 1903. 


VIII. THERAPY. 

Brooks, E. D. Cataphoresis in Middle Ear Suppuration. Journ. of Ophthal-’ 
mol., Otol. and Laryngol. Jan., 1904. 

CAMPBELL, J. T. Paraffin Prothesis. Ann. Otol., Rhinol. and Laryngol. 
Dec., 1903. 

DetsAux.* Preliminary Note on the Treatment of Lupus of the Respiratory 
Passages by Radium. Arch. Inter. de Laryn. d’Otol. et de Rhinol. 
Sept., Oct., 1903, No. 5. 

Frress, H. Die Behandlung das Heufiebers mit Hart paraffin injectionen. 
Berliner Klin. Wehnschr. March 7, 1904. 

IRVINE, ALEXANDER. X-Ray for Reducing Enlarged Tonsils. Virginia Med. 
Semi-Monthly. March 25, 1904. 

Jones, Wm. R. (Richmond, Va.). Diphtheria Antitoxin, Its Production, 
Uses, ete. Virginia Med. Semi-Monthly. March 25, 1904. 

Lumpert, A., AND Prausnitz.* Zur Serumbehandlung des Heufiebers. Ber 
liner Klin. Wehnschr. March 14, 1904. 

Mone, R. Zur Behandlung bezw. Verhutung des Heufiebers. Deutsche Med. 
Wehnschr. Jan. 21, 1904, page 133. 

Prota, G. The Use of the Electro-magnet for the Extraction of Metallic 
Foreign Bodies from the Upper Air Passages. Arch. Ital. di Laryngol. 
(Naples). ‘Vol. xxiii, No. 1. 


IX. NEW INSTRUMENTS. 
Waxuam, F. E* (Denver). Intubation of the Larynx and Intubation In 
struments. Denver Mied. Times. Feb., 1904. 


X. MISCELLANEOUS. 

Cirexut, S. Studies of the Dimensions, Form, Direction and Symmetry of 
the Choana in the Adult Cranium. Arch. Ital. di Laryngol. (Naples). 
Vol. xxiii, No. 1. 

McDowett, Geo. W. Importance of Otology in General Practice. Jowm. 
Ophthalmol, Otol. and Laryngol. Jan., 1904. 

Moccut, D. Alterations in the Macula Lutea and in Jacobson’s Organ. Arch 
Ital. di Laryngol. (Naples). Vol. xxiii, No. 2. 








